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CharlesEltonBlanchard,M.D. 
His Who’s Who: 


Born 1868, at Orwell, Ohio—the fifth generation 
of American pioneers. Teacher and public school 
superintendent twelve years; entered the C. C. P. 
& S. (now Western Reserve) 1896, graduated 1902. 
Ohio license on diploma 1902, Colorado license on 
examination 1908. Superintendent and chief sur- 
geon Cleveland Emergency Hospital, 1905-6-7. In 
special practice at Youngstown, Ohio, 1908 to 
date 

During the war, member the Volunteer Medical 
Service Corps, being too old for actual service 
doubled with younger man who served throughout. 
Now, practice limited to Ambulant Proctology. 
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This little book is dedicated to 
JACOB DISSINGER ALBRIGHT, M.D. 


Because to his pioneer work Ambulant Proctology owes much of its 
advancement, especially in the development of better technique 
and perfected formulae, and as a merited recognition of the 

broad-minded spirit he has always shown in sharing with 
his fellow craftsmen the results of his long devotion to 
it, and this in spite of orthodox hostility; and because 
from him during a long personal friendship, as well 
as from his published writings, the author has re- 
ceived much of inspiration and encouragement in 
the practice of this important branch of 
the healing art. 
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APOSTROPHE DEDICATORY 
TO ALL PROCTOLOGIE 
Zesculapius, hail and hear! 


Now, as with thee, our studies Anthropologie prove: 


The most humiliating thing the genus homo has to acknowl- 
edge is his primae viae. ‘ 

Kings, queens, popes, cardinals, presidents, lords, lordly sen- 
ators, servile serfs, rich or poor, high or low—all face the daily 
humbling necessity of evacuating the bowel. 

When and how the bowels move is of greater concern to the 
human race than World Courts or International Felicity. 

Granting now these major premises of the syllogism, it is 
quite proper to ask again, “Why should the spirit of mortal be 
proud ?” 

Talk of battles lost for the want of a horseshoe nail; of 
thrones that tremble and dynasties that totter to a fall and of 
kingdoms bartered for a woman’s love,—what historian has ever 
dared to tell that tragic story of the part in race drama played by 
Constipation? 

What poet was ever inspired by Muse, Melpomene or Terpsi- 
chore to chant in proper rhyme the joy of healthful defecation? 

No man can gain such ecstacy of spirit, so high a culture 
or so exalted a sense of morals that he is not, like Truth, crushed 
to earth again, when the bowels move! 

No lady so fair, so beautiful, so pure and good, though 
dressed in silks and satins rare, with the aura of her sweet 
perfumes about her, the wealth of a Croesus in her sparkling 
gems, but ere this sunrise is followed by another, is humbled to 
the dust, when the bowels move! 

Observe the curl of lip, the lurking sneer of scorn of those 
self-sanctified ones who read these lines, prone to forget their 
ever present anthropoidal parts, as if “men would be angels 
and angels would be gods”! 

And now behold in ages past the wise and learned sage, 
with tomes at hand and crucible aglow to wrest from out the 
darkness for our souls, the Truth that ever hideth there. 

Again behold that physician rare who, with cadaver bare, 
cared or dared to explore this cavernous highway of life, the 
primae viae, while the many were ever eager, seeking out the 
secrets of the gynecologie! 

Forsooth! Were one orifice of the living the better of an 
other? 

Now all honor to him who, with every possible skill, cares 
for that postern gate and guards well its proper function. Let 
all other elite warders of the human castle preen themselves, the 
pores rise and fall—the gods know best to whom honor most 
is due 

Oh, #sculapius, across the centuries we greet thee! 


—‘Archilocus.” 


FOREWORD FOR THE SECOND 
EDITION 


ITHIN six months from the date of publication the first 

edition of this book has been sold. This great interest 
manifested by a small part of the profession is as it should 
be. It is not confined to general practitioners who might be at- 
tracted by the economic advantages of Ambulant Proctology, but 
by surgeons as well. This awakening to the value of our methods 
is not due to its financial meaning to both patient and physician, 
but to a realization of its greater efficacy, especially in hemor- 
rhoids, pruritus ani, fissure and fistula. A second printing affords 
me an opportunity to polish off some of the crudities of the first 
and add a few new points of technic and suggestion. 

This awakening of a new interest has found expression in the 
organization of the American Academy of Ambulant Proctology, 
the membership of which, at this writing, is rapidly increasing. 
The votaries of the Ambulant Method do not consider them- 
selves a cult. Ambulant Proctology is not an ism—a school. It 
joins hands with scientific medicine in all phases of medical prac- 
tice and its principles of surgery and treatment technic are based 
upon the same scientific truth as that which governs all rational 
practice. 

That my humble effort is serving a good purpose in stimulat- 
ing a desire to gain the knowledge and skill needed to do this 
work successfully is gratifying. “That it is helping to clear away 
many misconceptions and misunderstandings of the real nature of 
this work is satisfying. ‘The friendships and fruitful associations 
growing out of all the contacts prompted by this book I am sure 
will make up the larger part of my compensation. 

Without posing as a great teacher I am trying my best to 
help extend this service to a large general public very much in 
need of it. It will not be long until men everywhere in general 
practice will be attending successfully their rectal cases much to 
their financial and professional benefit. That surgeons as well in 
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increasing numbers are beginning to see the wisdom of consider- 
ing rectal cases from the ambulant viewpoint is significant. 

In his address before the organization meeting of the Academy 
the president, Dr. J. D. Albright, complained of “the antagonistic 
attitude I found prevalent among the profession at large, since 
so much of it was due not to knowledge but to prejudice; not 
because of experience or concrete evidence, but rather to a state 
of mind induced by the absorption of mental toxins from an at- 
mosphere of scepticism. How much of this was due to economic 
interest may perhaps as well be left to a charitable imagination.” * 

The attitude that Dr. Albright here deplored is passing. It 
is a happy omen when men connected with large hospital staffs 
are coming for instruction. The good results that follow our 
methods of treatment, until recently possible only because of the 
original work of Albright and a few others, are so convincing that 
a great awakening is now going on. Good men are apologizing 
for a hostility they still claim was justified because of the former 
and earlier wrong technic and incorrect formulae. 

In a sense all this is a professional revolution, and I am happy 
to have played a small part in it. J am thanking all the good 
fellows of many states and foreign countries who have bought 
my books and sent me words of encouragement and good cheer. 
A new and better era is dawning! 

CuHarLES ELTON BLANCHARD. 
Youngstown, Ohio 
January, 1925. 


*Note.—This extract is taken from a brochure published by the Academy. 
It contains the addresses of the president and secretary and other information 
regarding the organization. It will be sent gratis to any physician interested 
who will send return postage. Address the present Secretary, Dr. C. E. Blanchard, 
Youngstown, Ohio. 


A TIMELY WARNING 
9 Res book, like all human endeavor, should be judged 


by its motive. Some books are written as a part of 
propaganda for some personal or class end. Others are 
published because to write books and to publish books— 
that is, book-making—is the ‘‘economic determinism” of 
those concerned. 

Many medical books are foisted upon the medical pro- 
fession from no other motive than money-profit—financial 
gain for the publishers and professional aggrandizement 
for the doctors whose names adorn the title pages. Now 
and then our great medical luminaries capitalize their pro- 
fessional positions and gain a share of the money return. 
In this regard, I* take it, we are all prone to play the 
chameleon to our environment. Since money nowadays is 
the usual means by which success is made eloquent, and 
since without it one is entirely helpless in our modern 
world, most of us expect to find the hope of money gain 
bobbing up as the “nigger in the wood pile” of every 
effort. 

All this, if true, is going to make it difficult for me to 
convince the reader that I have no hope or expectancy of 
making a money profit directly or indirectly out of 
this book. Neither have I any illusion about gain- 
ing professional advancement or recognition by such 
an agency. 

Indeed, I expect quite the other thing. I expect criti- 
cism, condemnation and some damnation from surgeons 
and others whose ‘“‘economic determinism,” before men- 


1In this book you will notice the use of the personal pronoun J when- 
ever and wherever needed. It works no little hardship on the printers to 
use “the present writer” or “the author of this,” etc., all of which awkward 
effort to avoid appearing egotistical makes matters worse. 
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tioned, causes them to look at every rectal case from the 
point of the scalpel. However, I have been called a medi- 
cal malcontent so long that there will be no new reaction 
from this. That I expect no profit from the book is evi- 
dent when, you may notice, it is published by the author. 
It was never offered to a publisher, even though casual 
mention brought urgent requests to submit the manuscript 
for examination. 

I am wondering if I can make you believe that I 
have no other motive behind the writing and publishing 
of this book than the hope that I may be able to teach a 
goodly number of rank-and-file doctors how to cure the 
larger percent of their rectal cases,—larger percent ?— 
yes, ninety-five percent of their rectal cases,—without the 
aid of radical surgery. I know and you know that thou- 
sands of people suffer from rectal diseases, refusing hospi- 
tal operations, wasting time and money on palliatives all 
through life. If I can help the family doctor to gain the 
knowledge needed to use the methods of Ambulant Proc- 
tology on those people, I shall not have written in vain. 
Believe it or not, this is the real motive of my effort. 
If I “break even” with its actual expense, I shall be glad. 
If I never get back the first cost of the book I shall count 
it a good investment. 

In times past, doctors have come to me to be taught 
these methods by actual work in my office. Others will 
come in the future no doubt, yet the tuition fees I have 
charged them are only modest compensation for my time 
and effort. One cannot make a clinic, so to speak, of his 
private practice, without considerable financial injury. I 
doubt if I am anything ahead financially from taking stu- 
dent doctors into my office. 

Again comes Duty with prod in hand to make us do 
things that lazy Comfort would escape. Duty says many 
doctors cannot learn this work from reading this or any 
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other book. Some must be taught the technique; and this 
they learn by object lessons in actual contact with the 
teacher. 

Do not mistake this as a bid for students. I have al- 
ready a waiting list, and one or two assistants at a time 
is the limit of my teaching capacity. 

In a following chapter, in which I have given some 
historical data, you will find mention of those to whom I 
owe much and to whom Ambulant Proctology owes more. 
It is not my claim that the writer of this book is the orig- 
inator of very much that now enters that wonderful realm 
called Ambulant Proctology. 1 am only one of the later 
pioneers. Pioneering is never an easy task. Many pro- 
fessional scalps have been lost among those who offer 
things out of routine, or not in accord with prevailing 
medical orthodoxy. It is only here and there I have 
pointed out some few things, I flatter myself, that are 
more or less original or at least of original application. I 
do not imagine this is the last work on Ambulant Proc- 
tology—more and better will yet be written. 

It is needless for me to express my obligation to those 
of my contemporaries who have read the manuscript 
wholly or in part, and whose comments appear as foot- 
notes throughout the book; this obligation being felt 
especially for Dr. A. B. Jamison, of New York City, and 
Dr. J. D. Albright, of Philadelphia. Those other proc- 
tologists from whose books I have taken the liberty to 
make quotation because I wished to go on record in op- 
position, will probably not be very much disconcerted by 
my efforts. 

This is my “warning.” The remainder of the book is 
yours. Take it in moderate doses, t.i.d.! 

CHARLES ELTON BLANCHARD, M.D. 
C.C. P. & S. 1902 (Western Reserve). 


Youngstown, Ohio 
July 1st, 1924. 


My boy, you are in a noble profession, but in a very poor busi- 
ness. Make it the best business you can by any honest method 
that will stand the light of the Golden Rule—Dr. BETTERMAN. 
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Merit wins. I am reminded of that saying of Emerson’s, ‘“‘Let 
a man do anything incomparably well and the world will make a 
path to his door, though he live in a forest.” Keep working, and 
some day you will see the path—Dr. BETTERMAN. 


CHAPTER 1 


HISTORICAL SKETCH 


HE story of Ambulant Proctology reads like a book 

of romantic adventure. A detailed story of the lives 
and work of even a few of its pioneers would require 
several books like this. 

From Mitchell’s time to the present is about half a 
century. During these fifty years surgery has made its 
greatest progress. Yet the surgery of the rectum and 
rectal region is still not more than 50 per cent satisfactory. 
The rapid development of institutional or hospital treat- 
ment, the rise of many active surgical men to national and 
international fame, the lure of surgery because of its 
larger financial reward and its greater efhicacy for surgical 
diseases over medical or other treatment, the strong ap- 
peal of which makes every medical graduate a would-be- 
surgeon—all this has closed the minds of those who are 
called upon to diagnose and treat rectal disease to any 
method of treatment but the surgical. Rectal diseases 
should be treated surgically, hence any other method will 
not be considered. Such has been the orthodox medical 
attitude and such it remains until now, 1925, A. D. 

In spite of this, however, the injection method for the 
treatment of hemorrhoids has persisted and is used by a 
certain number of doctors. It is therefore, mentioned in 
most texts and treatises on rectal disease, mostly in order 
to condemn it and to warn physicians of its alleged dan- 
gers, as well as the great difficulty of its technique. 

Dr. Eugene F. Hoyt, New York, followed Ambulant 
Proctology for thirty-six years as a specialty, and pub- 
lished among other things a little brochure on the sub- 
ject, in which he said, ‘“‘A judgment founded upon the 
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alphabet stages of any investigation is always worthless.” 
This is the answer to those who condemn the injection 
method, knowing neither its present efiicacy nor its sim- 


plicity. 
It may be well to add here another of Dr. Hoyt’s 
quaint sayings: ‘‘A man’s reputation is always measured 


by the humor of those with whom he has done business, 
and not by the complaints of his competitors.” 

The texts usually tell how the injection method origi- 
nated with one Dr. Mitchell, a young physician living at 
the village of Clinton, Ill., near Jacksonville. It was in 
1871 that he devised the new treatment for piles, not 
having much to do, his practice being small. Being a good 
thinker he hit upon the idea of mixing carbolic acid and 
olive oil to induce the desired reaction. 

Dr. Edmund Andrews, of Chicago, gets it off very 
nicely in his famous report based upon the data supplied . 
by some three hundred doctors, who had treated 3,304 
cases all told, or about eleven each on the average. This 
report was published thirty-six years after the injection 
method appeared, and now seems, after a half century of 
vindication for the injection method of treating piles, to 
be a very strained and pretentious effort, based on very 
inadequate study of its value. 

In fact it reminds one of that legend about the moun- 
tain that groaned and moaned in distressing travail and 
gave birth to a mouse! 

We would like to have the names of those three hun- 
dred doctors who had treated eleven cases each on the 
average and to know the formula and technique used. 
We would like also to give a counter report of a few men 
each of whom has treated successfully more case of piles 
than the whole three hundred! 

Dr. Andrews tells the story very effectively to preju- 
dice the reader’s mind, and the whole report indicates a 
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pre-judgment on the method before calling any competent 
witnesses. Not having anything to do, the Andrews re- 
port goes on to say, the young doctor thought out the plan, 
and tried it on an old farmer of the neighborhood and 
accomplished a triumphant cure! The old farmer, being 
doty and somewhat garrulous and the young doctor in 
need of hard cash, the two arranged a sort of partner- 
ship, the cured man serving as a walking advertisement 
and business getting agent, while the doctor was busy 
puncturing piles with his handy little hypodermic! This 
is the way Dr. Andrews’ report runs along. 

The report was good stuff and many a chuckle it 
caused among the surgical fraternity. It has since served 
very well as the cue for every writer on rectal diseases 
with which to start his condemnation. 

Dr. W. C. Brinkerhoff, in his 1907 book, on Diseases 
of the Rectum, defending Dr. Mitchell’s method, quotes 
a parallel from Baas’ History of Medicine, wherein is 
told the story of how Paré was condemned by the surgical 
men of his day for proposing, “‘in his ignorance to discard 
the cauterization of vessels with the hot iron, and to sub- 
stitute for it a new proceeding, viz., the use of ligature, a 
proceeding contrary to all the precepts of the ancient 
physicians and opposed to all the principles of sound 
reason.” 

I have before mentioned how pioneering, especially 
in medicine, always has been a thankless task. Read the 
story of Pasteur, Jenner, and many others, whose pro- 
posals and claims were counted the rankest medical heresy 
when first proposed, but were later and are now counted 
as established truth. 

It was unfortunate for Ambulant Proctology, an im- 
portant part of which is the treatment of hemorrhoids 
by the improved Mitchell method, that its early advocates 
did not or could not give it the proper ethical stage-setting. 
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It is unfortunate that some of these pioneers were “‘itin- 
erant” doctors, that is, men who travel from place to 
place. It is counted as undignified and unprofessional for 
a doctor to come to his patients, except as the family 
physician comes to the bedside. Nowadays it is all right, 
perfectly professional and ethical for the great surgeon 
to visit your city, attend a number of surgical cases by 
operation in your hospital and allow some of the lesser 
lights to assist or observe to their great enlightenment. 
That gives it all the right tone—the proper élan and éclat. 
The honorariums are but a secondary matter! 

We have a good many pseudo-aristocrats in the medi- 
cal profession as well as in elite society. Whenever I see 
a man trying to put over the modern grand bluff, with the 
usual swashbuckler, sabre-clanking tactics of the gold- 
braided flunkyism so often seen among those aping Euro- 
pean aristocracy, I always feel like taking him aside and 
reading to him what John G. Saxe once wrote: 


“Depend upon it, my snobbish friend, 
Your family thread you can’t ascend, 
Without good reason to apprehend 
You may find it waxed at the farther end 

By some plebeian occupation! 
Or, worse than that, your boasted line 
May end in a loop of a stronger twine, 
That plagued some worthy relation!” 


But in those early days when these “‘itinerant doctors” 
came to town, put up at the best hotel and sent out the 
word, “I-am-here;—Bring-in-your-piles,” it was too much 
for the local brethren. They just naturally hated “them 
pile doctors.” Here again is the ‘economic determinism” 
of the thing, causing hate for the interlopers, closing the 
doctors’ minds to what might have served them well, and 
thus preventing the public from getting a service that has 
proved its worth by fifty years of test and trial. 
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I have before me the little book, ‘Diseases of the 
Rectum” by A. W. Brinkerhoff, M.D., published, 1881, 
after he had been in the work ten years or more and one 
year after the invention of the Brinkerhoff speculum, a 
tool now accepted by all the profession as one of the most 
useful for examination and treatment of rectal diseases. 

Dr. Brinkerhoff who died March 13, 1887 was one of 
Dr. Mitchell’s first and most active disciples—an “‘itiner- 
ant doctor” throughout most of his long career, though 
his established home was at Upper Sandusky, Ohio, where 
he is doubtless well remembered there by the elder 
citizens. 

By 1881 Dr. Brinkerhoff had performed more than 
30,000 operations—treatments, I assume—and no doubt 
had by that time aroused considerable resentment among 
the profession. At any rate, it was proposed to tax all 
traveling doctors one hundred dollars a month. The good 
doctor must have felt the “slings and arrows of out- 
rageous fortune’ very keenly, for all through his book 
may be seen expressions of regret and appeals that pleaded 
for justice, for investigation and acceptance. 

“Be not bitter toward the ‘itinerant’ doctor,” he says. 
‘Why seek to legislate him out of your way by taxing him 
. . . . for curing the afflicted of his malady, which you 
have failed to cure? Is it a crime to travel?” 

Anyone experienced in mailing to doctors as listed by 
our latest and best directories, will have enough mail re- 
turned and marked, ‘Gone. Left no address,” to indicate 
that quite a goodly portion of the profession is still 
“itinerant!” 

Prior to 1880 we had no effective instrument for ex- 
amination of the rectum. During the decade preceding 
Dr. Brinkerhoff’s invention, the pile masses had to be 
outside the sphincters in order to treat them by the injec- 
tion, or any other method. If the patient could not bring 
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them out, by straining or any other way, and if it was not 
possible to bring them down with the finger, a hook or 
a tenaculum (!) they could not be treated. Smaller hem- 
orrhoids thus escaped attention, and the cures were thus 
hindered and made less permanent. 

It is easy now to understand why the Ambulant method 
took on new life and more general acceptance after Brink- 
erhoff’s valuable instrument was available. Had it been 
the invention of any one but an “‘itinerant pile doctor”’ it 
would have won its inventor a medical crown—a place 
among the immortals! Picture, too, the patience and for- 
bearance pile-sufferers had to command to be treated by 
Mitchell and his followers, Brinkerhoff included, up to 
1880. 

Of a score. or more of physicians who, in the 70’s, 
adopted the Brinkerhoff method of using the Mitchell 
injection for piles, most have now passed away. Promi- 
nent among these, still living, is Dr. A. B. Jamison of 
New York City, whose name is mentioned again in the 
chapter of pruritus ani. Dr. Brinkerhoff was delighted 
to enlist an Allopathic physician, as he termed the regular 
profession, and published a letter from Dr. Jamison writ- 
ten during 1881, from Decatur, Ind. 

There was W. I. Kelly, M. D. of Cincinnati, who 
probably had his circle of associates; Dr. O. W. Bean, 
Conneautville, Pa.; Dr. E. P. Miller, of New York; Dr. 
Johnson Dodge, of Pittsburgh, Pa.; Dr. H. S. Kiskadden, 
of Detroit, Mich.; Dr. M. L. Lichtenstadt, of Atlanta, 
Ga.; Dr. P. W. Emens, of Syracuse, N. Y.; and others no 
doubt, were likewise some of the Brinkerhoff school. 

These men in turn had their groups of disciples and 
I am quite willing to admit, I have no way of knowing 
how many doctors have up to now learned to use the 
injection method first employed by Dr. Mitchell on 
the “garrulous old farmer” at Clinton, IIl., fifty years 
ago. 
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I now begin to approach my own time and relation to 
Ambulant Proctology. It was in 1907 or 1908 that I 
began to contribute to The Office Practitioner, published 
by Dr. J. D. Albright, Philadelphia, writing for that jour- 
nal, among other things, the papers later collected in the 
little book, ‘“The Letters of Dr. Betterman.” 

At this time I became interested in a series of papers 
by Alcinous B. Jamison, M. D. on proctitis, fissure in ano, 
anorectal ulcer, pruritus ani, etc. I was happy at that time 
to add all this to my equipment for office work, not real- 
izing its full meaning until Dr. Albright’s book on Rectal 
Diseases, appeared in 1909. Prior to and during the 
preparation of this book, Dr. Albright and some others 
associated themselves with Dr. Jamison for further clinical 
study of certain rectal conditions. 

There are some others, no doubt, who have played a 
more or less important part’ in the development of Ambu- 
lant Proctology; but I have not come into contact with 
them intimately enough to make an intelligent record of 
their work for the purposes of this book. This will be a 
task for another day or another pen. 

In my chapter on hemorrhoids I have set forth Dr. 
Albright’s great contribution to Ambulant Proctology,— 
the working 5 percent P-O solution and the submucous 
instillation instead of injection into the pile mass. 

This improved technique and this ‘‘fool-proof”’ -solu- 
tion was to Ambulant Proctology what the amplifying 
tube was to radio. It has put the method as now used 
almost beyond criticism because of its efficacy and it is now 
impregnable against all assault. It has now passed 
through its development stage, just as the automobile, 
radio, telephone, etc., passed through the same stage. 

It may yet be improved in some details, but it now 
stands, a real medical achievement. It is now full-grown 
and ready for general acceptance and use by any and all 
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progressive physicians. This is largely due to Albright’s 
research since 1909, inspired by Dr. Jamison’s writings. 

During the past ten or fifteen years he has taught the 
improved methods to several score of doctors, just as 
others of us have been doing, so that it is now quite gen- 
erally known, but not understood by the rank and file 
of the earnest profession. Some Englishmen have es- 
poused what they used to call the American method, 
among them Dr. Morley, of London, who publishes an 
excellent handbook mentioned elsewhere. 

The time has come when the Ambulant method may 
be employed by any general practitioner who has a fair 
degree of surgical acumen and a desire to grow in his 
work. To help toward this end is the purpose of this 
little book. I am hoping to convince you that this is my 
real motive in its preparation, and only the hope of suc- 
cess in doing so, could have prodded me into the task of 
writing it, stealing the time from my leisure hours and 
often from my sleep. 

It is also hoped that when the methods of Ambulant 
Proctology are employed more generally and intelligently, 
the profession as a whole will change its attitude toward 
it, for it will then be realized that it was wrong formulae 
and crude technique in past years that caused unfavorable 
opinion to gain credence, especially among surgeons. It 
may not be out of place to say also, that it will then be 
no longer necessary for any of us to use the direct appeal, 
as some do now, or to turn “‘itinerant’”’ as others did in 
the past. 

It gives me great pleasure to close this chapter with 
the very interesting sketch, signed by one of his most con- 
spicuous disciples and one to whom fell the lot of com- 
pleting in a measure some of the things Dr. Brinkerhoff 
wanted to do and would have done, no doubt, had not the 
Grim Messenger called him away all too soon. 
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These pioneers of the Ambulant system for proctology 
will yet be vindicated. 


My MEMORIES OF THE ELDER BRINKERHOFF 
By Dr. A. B. JAmMIson 


It was my good fortune in 1879, while engaged in gen- 
eral medical practice at Decatur, Ind., to meet Dr. A. W. 
Brinkerhoff, of Upper Sandusky, Ohio. It was on one of 
his monthly visits to Fort Wayne, Ind., but later, while 
practicing in Detroit, I met him frequently at Toledo dur- 
ing a period of about two years. 

I had often heard of Dr. Brinkerhoff’s success in Ohio 
in 1878, and later at Fort Wayne. One of his numerous 
patients in the Indiana city was my own father, who had 
been a great sufferer from piles for more than ten years, 
and who was cured without any annoyance from the treat- 
ment. I shall always be grateful to our family physician, 
the late Dr. Allen DeVilbiss, for preventing my father 
from undergoing a surgical operation for his malady by 
assuring him that it would mean his death. 

Early in 1879 my father informed me of his ‘“‘mirac- 
ulous” cure by Brinkerhoff, and upon the occasion of his 
next visit to Fort Wayne I called on the doctor and was 
treated by him for piles. I subsequently secured his case 
of instruments and accepted many hemorrhoid cases while 
continuing my work as a general practitioner. My suc- 
cess in the treatment of piles induced me to locate in De- 
troit, and in January, 1885, I moved to New York. 

Dr. Brinkerhoff was a self-reliant man of the creative 
mental type, with a striking, forceful personality. He was 
six feet in height, weighed two hundred and fifty pounds, 
and was sixty years of age when I first met him.. He was 
a fearless, enthusiastic, untiring worker in his chosen 
field, and withal a genial character, noted for his sparkling 
wit, keen humor and quick repartee. A man of most 
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accurate judgment and intensely practical views on most 
subjects, he was nevertheless spiritually inclined and a 
loyal and devoted member of the Presbyterian church. 
He was a dauntless fighter for whatever he believed to be 
right in the practice of medicine and what he regarded 
as his duty to suffering humanity. 

In one of his many treatises, Dr. Brinkerhoff told why 
he visited Marion, Ohio, excoriating his fellow practi- 
tioners unmercifully for their ‘‘inefficiency” in the healing 
art. When I asked him why he did so, his reply was: 
“JT have got to make them mad or they will pay no at- 
tention to me.” 

He possessed a scientific and constructive mind, and 
was the inventor of about forty mechanical appliances, of 
which I think his rectal speculum was the last. For about 
two years he treated piles by having them prolapsed; but 
becoming dissatisfied with that crude method, he devised 
the speculum, which justly afforded him great joy and the 
patient much comfort. ; 

Dr. Brinkerhoff often remarked to me that he would 
probably not live to perfect his system of ambulant treat- 
ment of the many and varied troubles, local and systemic, 
that result from chronic protocolitis, which has its incep- 
tion undoubtedly in infancy (the septic diaper).t His 
hope, therefore, was that the younger generation of doc- 
tors would continue his work and develop the results of 
his pioneer studies and researches. 

About two years after adopting the injection treatment 
in my practice, I wrote Brinkerhoff that I was apparently 
not curing any sufferers from piles, but gave him no rea- 
son for the discouraging statement. His reply was that 


1Dr. Jamison does not wish to convey the idea that the diaper 
theory was Brinkerhoff’s. It is his idea and is entirely original with him. 
I do not know of any other proctologist who accepts it fully. To me it 
belongs with Murray’s Streptococcus Fecalis theory. Both generalize from 
isolated instances.—C, E. B. 
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if I could find anything better than he had he would thank 
me for letting him know what it was. 

Soon after I had become a specialist in this line of 
work, I became aware that chronic proctocolitis was a 
hideous disorder with many systemic as well as local symp- 
toms. I discerned that if a case of ‘‘mere piles” was cured 
at any time in the future the accompanying inflammation 
was apt to become acute and result in symptoms that the 
victim would call piles; and promptly inform the doctor 
that they were not cured—and accuse him of prognostic 
untruthfulness. 

In my endeavor to avoid the accusation of making 
unfulfilled promises to my patients as to the permanent 
cure of piles, I devised means to cure chronic proctocolitis 
and its local symptoms; and I found that I was actually 
curing ninety-eight per cent of all digestive ills. My sub- 
sequent experience has proved that the various troubles 
that result from chronic proctocolitis, except those of a 
malignant character, can be cured by the ambulant method 
without disturbing the normal functions of the organs in- 
volved. 

Dr. A. W. Brinkerhoff was really the originator of a 
safe and sane method of treatment for hemorrhoids, and 
thus opened the way for the advancement that has been 
made up to the present time in diagnosing and curing the 
many physical disorders that afflict mankind, from the 
time of the poisonous diaper of infancy to the donning of 
the burial shroud. 

When I adopted his system of treating piles he ad- 
vised me to buy Dr. Wm. Allingham’s book, “Diseases of 
the Rectum,” and after reading it I asked him why he 
recommended the publication. His reply was, ‘‘to con- 
demn it.” 

Many years of strenuous work both by day and night 
were more than even Dr. Brinkerhoft’s robust constitution 
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could endure, and at the age of sixty-five his mortal body 
ceased to function and his spirit joined the galaxy of the 
benefactors of mankind in the great Beyond. For he was 
a great benefactor to the human race, and will be for all 
time to come—due to his refusal to be fettered by medical 
tradition. He deserves a monument to commemorate his 
wonderful achievement in the art and science of healing. 

I am grateful to Dr. Blanchard for this opportunity 
to present a few words of acknowledgment and apprecia- 
tion as a slight tribute to my old friend and preceptor. 


Dr. A. W. Brinkerhoff. 


April 7th, 1924 
New York City. 


You recall how often I have told you not to treat symptom- 
atically except in emergency work. Use drugs for their definite 
physiological action, and when that is accomplished, cease. The 
diagnostician is the real doctor. Ninety per cent. of drugs are 
wasted on symptomatic treatment.——Dr. BETTERMAN. 


CHAPTER <I 


THE ECONOMICS OF AMBULANT 
PROCTOLOGY 


(INCLUDING SOME PERSONAL REMINISCENCE) 


te one reads the latest books, as one interested in any 

special field should he will discover that surgeons give 
rather discouraging statistics on the cure of rectal diseases 
by radical operation. It is quite possible that this may 
explain the general prejudice so freely expressed by lay- 
men against hospital-in-bed surgical treatment. Surely if 
the results were 100% or even 75% satisfactory there 
would not be so many with rectal disease who refuse 
the invitation of radical surgeons to submit themselves for 
treatment. 

*Dr. Gant in his 1923 Edition says: (Vol. 1, p. 338) 
“General practitioners and surgeons fail in the operative 
treatment of anorectal fistula in about 50% of their cases,” 
and then cites twenty-two reasons why. 

Medical and surgical statistics are uncertain things. 
The figures may be juggled to suit desired ends. Forget- 
ting all the statements and claims made by the several 
proctological sects, the fact remains that thousands of 
people needing treatment for rectal disease reject hospital 
operation. 

If and when Ambulant Proctology offers cure, or even 
relief, to these neglected cases, it is not doing so to the 
injury of either the family doctor or the surgeon. It 
often brings cure, especially in anorectal fistula, after radi- 
cal operation has been tried one or more times; and we 
cure almost all of these cases when consulted before sur- 
"1 Diseases of the Rectum, Anus and Colon, by Samuel Goodwin 


Gant, M.D.; W. B. Saunders Co., N. Y., 3 vol., $25.00. 
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gical interference. This is also true of other rectal con- 
ditions. 

My argument is, that but for the help of Ambulant 
Proctology a large class of sufferers would go unat- 
tended. It is possible, of course, that a more general 
knowledge among physicians of the principles and tech- 
nique of ambulant practice for rectal cases, may relieve the 
general surgeon somewhat and give him more time for 
laparotomies, etc. It is the purpose of this book to bring 
the message to the progressive family doctor who can, 
if he will, attend successfully the larger portion of all 
rectal cases among his people. ‘To such an ambitious 
doctor the methods of Ambulant Proctology should have 
a strong economic appeal. He can easily charge a sur- 
gical fee, on the average of one hundred dollars, and at- 
tending even twenty-five to fifty cases a year, the added 
income would, in many instances, prove a saving smile of 
Good Fortune. 

Doing work that is unusual and unusually successful 
will enhance the doctor’s reputation for skill and reflect 
credit on all his other work. His influence would surely 
spread over a large radius—his circle, like Emerson’s, 
would grow larger and larger to the limit of his time and 
strength; and best of all, he needs no costly stage setting, 
no elaborate and expensive electrical or other psycho-sug- 
gestion apparatus. Just a few ordinary and inexpensive 
tools, such as speculums, a syringe or two, and a few other 
things, like probes, etc. His whole kit, medicinal agents 
and all, can be carried in a small hand bag. He may do 
his rectal work in his office, which is preferable of course, 
or at the patient’s home and bedside, if he desires. When 
padded up a little any kitchen table is fine for rectal 
work. 

This is the economic appeal of Ambulant Proctology 
for the physician. It offers an enlarged income, based on 
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surgical fees instead of the per call schedule. It insures 
a wider call for his service because the results will be 
so surprisingly good that it will be talked about to his 
credit. It brings him a new satisfaction because he is 
doing sincere scientific work that calls for no compromise 
with an honest heart. It eliminates all “bunk” of every 
sort. 

To the patient, Ambulant Proctology has an even 
stronger appeal. It is good news to him that piles, fistula, 
fissure, pruritus, etc., can be cured for a reasonable fee, in 
a period of a few weeks, without loss of time from regu- 
lar business or social duties. It offers treatment that re- 
quires no general anesthesia, except in divulsions, and is 
practically painless. It banishes the fear of the hospital- 
and-in-bed operation, the surgeon’s knife, with all this 
expense added to loss of earnings—all this is eliminated. 
A rectal patient, when assured by his doctor that he is 
ready and able to employ the ambulant method, has a 
receptive mind indeed. 

I have known physicians in general practice to double 
and treble their income after the study and use of this very 
important branch of the healing art. Some of these have 
dug the facts out of the books now available, while others 
have taken short courses from some one of the few Am- 
bulant method Proctologists willing to accept students. 

In many of the industrial centers keen-minded men are 
making Ambulant Proctology a real specialty, and while 
earning very attractive incomes (five figures being com- 
mon, with now and then one of six figures) , they are bring- 
ing to the great class of rectal disease victims a saving 
service not measured in terms of dollars and cents. 

Do you recall the attitude of the student body of your 
college days, a reflection usually of that held by the staff, 
toward the lectures on and professor of what was called 
“Proctology?”’ Again and again I have heard surgeons 
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and would-be-surgeons say: Proctology is not a specialty. 
It is but a minor part of general surgery. 

Many clever operations have been devised, such as 
the Whitehead operation,—a most useful procedure to 
prejudice the layman against all rectal surgery—yet, like 
most rectal operations done by general surgeons, entirely 
uncalled for in 95% of rectal cases. 

Is it any wonder then that you and I had no college 
training in the use of ambulant methods for rectal cases? 
And too, is it any wonder that surgeons, who do the 
Whitehead with such fin de siécle technique, should depre- 
ciate the teaching of Ambulant Proctology ? 

The psychology of large fees exalts the surgeon in 
his own mind, until he seems to loom far above his 
brother physician, the one who does the drudgery of gen- 
eral practice. Herein we find again that far-reaching 
influence of ‘“‘economic determinism.” 

During this pioneering period, so to speak, while Am- 
bulant Proctology is making its way into the accepted 
knowledge and general favor of the regular and scien- 
tifically sincere medical profession, it has seemed neces- 
sary to some of its devotees to use the direct appeal in 
order to secure that volume of new business needed to 
make up a fair and satisfactory total of income. This 
has seemed necessary to some, I say, largely because of 
the bias of physicians and surgeons who know but little 
if anything about the Ambulant method, and who do not 
want to know anything about it because things as they 
are now are quite satisfactory to them, especially so long 
as the present system of using the family doctor as a busi- 
ness-getting agent prevails. 

It is quite generally known that most States, in recent 
years, have made rulings against fee-splitting. That such 
a ruling was necessary, proves that the family doctor 
thought the specialist was getting too large a share of the 
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money reward, or, as I have said, that surgeons and other 
specialists were trying to outbid each other to win the 
general practician’s help as a business agent. 

Now I must not neglect to say that many surgeons 
and specialists are men of highest character and profes- 
sional honor. To many of these the ethical code of our 
medical forefathers is a sort of religion. Many acting in 
both classes of this medical drama have no consciousness 
of its economic meaning. 

However, when the family doctors take care of 95 
to 98% of all rectal cases in their own offices, keeping 
the well-earned fees in their own pockets, reaping the re- 
ward of enhanced social esteem and professional reputa- 
tion by remarkable cures, something will be done about 
it. That something will be the quite general acceptance 
and use of the Ambulant method. 

Most present day medical men are better than the 
system of medical practice, just as most public officials are 
honest in spite of the fact that some are exposed as graft- 
ers. Pioneer Ambulant men, some of whose names I have 
felt necessary to use herein, have had no complaint to 
make about their reward. But fora desire that Ambulant 
Proctology may be a permanent part of medical service 
to the race, we might continue to hold the methods and 
technique in the hands of an exclusive circle. The natural 
question for one to ask is ““What’s the use?’ Such an 
earnest effort as this little book is quite likely to draw 
upon its author the fire of highbrow snipers, and start 
those twin dogs, Contumely and Contempt, on his trail. 
But for our honest desire to serve the progressive doctor, 
and the general public through him, it were better to “Let 
sleeping dogs lie.” 

From 1902 to 1918 I took the wrong attitude to- 
ward medicine. I thought medicine a great human serv- 
ice. I always had the ideal of serving the many at the 


32 AMBULANT PROCTOLOGY 


minimum of cost—clinics, dispensaries,;—busy visiting 
nurses going from door to door, etc. 

During fifteen years I served more than twenty thou- 
sand patients at very modest fees. Turned into cash at 
surgeon’s fee rates, I could have won the title of philan- 
thropist. As it was I earned the disapproval of other 
doctors for not playing the game according to Hoyle, and 
by the general public I was called a “cheap doctor.” I 
told this story in my book, ‘Medical Dollars and Sense,” 
now out of print. 

When I studied more carefully the psychology of the 
business side of medical practice I discovered the fact that 
people held in high esteem the surgeons and specialists 
who get away with big fees. I saw that the only way 
merit and success could be expressed in this age, is in terms 
of dollars and cents. My very fine system of ?‘‘Socialized 
Medicine’—a public service publicly paid, like teachers, 
mail carriers, etc., was a premature dream—a social mis- 
carriage, so to speak! 

Trying to idealize medicine is just as futile now as to 
idealize human ethics under the title of Christianity— 
which saw at the end of twenty centuries of its effort the 
worst war of human history that killed ten millions of the 
flower of the youth. 

Just as any and all religions fail when asking too much 
of human nature, so any idealization of medicine fails. 
Its advance toward the goal of a real social service must 
do no more than keep pace with social evolution generally 
—sanitation, preventive medicine, health departments, 
child welfare, applied eugenics, etc., etc. 

It is strange to me now that I did not awaken to these 
facts until fifteen years of my medical career had passed. 
Now I know I was entirely wrong—that is, not wrong in 


ree See The American Journal of Clinical Medicine, April and May, 
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theory or principle but wrong as far as my own adjustment 
to the social order was concerned, just as you are wrong 
if you do not follow the plan of altruistic individualism 
which says: “Make the most of yourself that you may 
have power to be most useful to others.” I might add, 
that it also says, do this that you may be able to prevent 
this present day world from tramping you into the mud. 

This is exactly what is wrong with medical ethics. As 
an ideal the code of our forefathers is impossible, if the 
doctor is to win success with $$ in it, or any marked recog- 
nition. Every hospital, clinic or surgical service—name 
any you like—must be organized along sound business 
lines,—in other words, be commercialized,—or it fails. 

This same commercial spirit controls every doctor in 
cities where there are too many and in rural districts 
where there are too few or none at all. It controls him 
so fully that to many the code is merely a cloak to cover 
fine private business schemes, plans and shrewd tactics. 
The code of ethics is all right, but- I have never met a 
doctor who lived up to it literally and kept out of the 
poor house. 

It required some hard kicks, both from circumstances 
and from some of my wiser medical friends to awaken 
me to these facts. In spite of the fact that I had been 
doing all the work of Ambulant Proctology since 1909, it 
was not until after the war that I began to realize that I 
had been practically giving that service away. I had been 
practicing medicine on the same business plan that Jesus 
used when he healed the lepers and cured the blind— 
no price and very little money. I often did pile and fistula 
cases for five or ten dollars, or by the treatment, at one, 
one-fifty, or two dollars per call. Work, mind you, that 
commands one hundred, two hundred and three hundred 
dollar fees, for the service of any surgeon of standing. 
Now comes the worst of it: The very people I served 
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took it as a matter of course, not knowing or appreciating 
what I had done for them, and valuing it on the basis 
of what it cost. They never talked about me or my work. 
So much for casting your proctological pearls into a cer- 
tain feed trough! 

Using the same business principles as used by success- 
ful surgeons and other specialists—with or without any 
method of direct appeal—the Ambulant method Procto- 
logist takes his place among those doctors, who are called 
blessed by those they serve. The one hundred or two 
hundred dollar fee he charges and collects—write it col- 
lects—makes his work respected, because quite unusually 
successful—at least 95% successful—highly esteemed and 
much talked about by his loving friends! Applied psy- 
chology, all hail! 

I dropped a word, inadvertently, about direct appeal. 
Some ambulant men do not use it in any form, being as 
punctilious and cautious as any ambassador in the King’s 
Court. Others use some sort of printed matter, ‘booklets, 
reprints or what not to explain our methods for rectal 
disease. They hold that it is just as moral and right to 
do this directly by printed words as it is for a surgeon or 
specialist to explain his methods by word of mouth when 
he makes his preliminary examination, or when the family 
doctor does his advertising for him. 

Those who feel that methods of direct appeal are 
right have no quarrel with group-doctor systems, hospital 
staff organizations, etc., the work of which is noised about 
every city, and whose activities are published in the news- 
papers, no matter how hard the good doctors try (!) to 
keep out of print. Again, the direct appealists say that 
Ambulant Proctology is not known or understood by the 
profession generally, not taught in the schools of medi- 
cine, and has thus far but a limited literature. This makes 
it necessary to walk alone, because as things are now 
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organized it is treated as an interloper in surgical circles. 
Almost every Ambulant method Proctologist has a few 
or more family doctors who refer cases to him. The 
family doctor is passing, just as chain stores are replacing 
the old time grocer, who knew as much about the pay 
envelope as the owner did. Group doctors with hospitals 
and sanitariums, and chain stores for everything, are just 
in the offing. 

With this much as a study of present day conditions, 
I think you will agree with me, when I say, that the eco- 
nomic appeal of Ambulant Proctology is alluring; that 
its work is a great social need, when we are told that one 
in five suffer from some sort of rectal disease; that any 
progressive physician will be glad to receive its message 
and verify our claims by its intelligent use. 


I have put up the best fight I could. Let him take this for a 
text if he wants one. I have made the struggle gladly, and I go 
at the end cheerfully. Life has paid me well. I owe no man a 
cent in money, and my debts are to those who gave me their good 
will and friendship. I have tried to be a good citizen and a good 
doctor. My family has been my comfort and my joy. It has 
been good to live and to love. I have loved life. I have made it 
pay because I have tried to understand the game. ‘That which 
has soured and robbed others of any profit did not influence me, 
because I understood.—Dr. BETTERMAN. 
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I have lived in a glorious age, but there is coming a more 
glorious one. It will be the age wherein Poverty will be banished, 
and by a magic touch men will seem to change and cease preying 
upon each other. They will cease killing and destroying, and, as 
if with one voice, the Race will ask the question, How may I be 
useful? 

I thrill with joy as I think of it, and I confess I envy those 
mortals who will live to see the prophecy of the humble Carpen- 
ter’s Son fulfilled wherein it was said, ‘“Peace on earth, good will 
to men.” I think all old men feel this prophetic sense, and if my 
dim old eyes see any future at all, it is one of greater happiness for 
the world. It will be a world rich in kindness, with war, poverty, 
and disease eliminated, which will be the answer to that great 
question, How can I serve?—Dr. BETTERMAN. 


CHAPTER III 
DIRECT APPEAL?’ 


N exposition of the Ambulant method for rectal 
disease is not a propaganda against medical ethical 
orthodoxy. It is not a part of a campaign to gain con- 
verts to the idea of business publicity for doctors. My 
idea of direct appeal is that only those will find it profit- 
able who are so situated that it becomes necessary to use 
it in order to earn a reasonable income. If you are one 
of a group and your cases come regularly in sufficient 
number to keep you reasonably busy, or if you are a busy 
doctor in general practice, or if you are on a hospital staff 
where your relationships broadcast the fact that you do 
certain work very well, or unusually well, you have no use 
for direct appeal. 

Because you have no need to employ publicity you 
should be fair enough to allow another who does need 
some agency to bring him more of his particular kind of 
work, to employ direct appeal to accomplish this end. You 
should not be quick to condemn him for this when every- 
thing else about his life and work is entirely commenda- 
tory, while you shut your eyes to many questionable and 
secret sharp tactics of your ethical colleagues. Such hypo- 


1 Note:—The term “direct appeal” as frequently used in this book 
must be understood as any use of printer’s ink to say to the public, “Here 
is a work that I do incomparably well. Come to me.” 

The indirect appeal is to use printer’s ink to say it to the family doc- 
tor, who in turn will tell the public, “Dr. So-and-So specializes in such 
and such and does that work incomparably well. I'll take you to him.” 

Here is the orthodox verdict about each: 

The latter is dignified, honest, professional, ethical and commendable. 

The former is undignified, unprofessional, unethical and is to be 
condemned. 

Ambulant Proctology is not concerned about your choice of business 
getting methods.—C. E. B. 
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critical cloak-wearers are just as common in medical socie- 
ties as pious frauds are common in churches. 

Some Ambulant Method Proctologists employ direct 
appeal very successfully, using booklets, cards or advertis- 
ing notices. Others do not find it necessary to do this in 
their particular situation. The treatment of ano-rectal 
diseases as an office specialty lends itself particularly well 
to direct appeal. This does not apply or hold good with 
most medical and surgical work. 

Publicity must be secured in some manner. The sani- 
tarium idea has served very well to gain public attention, 
for strange as it may seem, it is still ethical to advertise 
“The Hollygrove Sanitarium,’ Dr. Able Ambler, Physi- 
cian in Charge. If, however, Dr. Ambler printed a book- 
let about some phase of his work, he would be ambled 
right out of his medical society. These ‘“Holier-than-thou 
clubs” are great sticklers for ethics and keen interpreters 
of the ethical use of printer’s ink. 

After you have made yourself competent to do ambu- 
lant rectal work, how you get your business is your prob- 
lem to solve. Attending college, post-graduate courses, 
special clinics, studying with your chosen preceptor—none 
of these will teach you how to get the work to do. You 
may know how to preach fine sermons, but it is quite 
another story to find a pulpit with a liberal salary attached 
to it. You may know all the law, alive and dead, but 
getting clients is another story. 

Drs. Mayo, as competent surgeons, with Henry Ford- 
like originality and unconventional stage setting, soon at- 
tracted public attention and general professional support 
by their very liberal attitude, especially toward many doc- 
tors needing their service. In many newspaper and maga- 
zine stories their wonderful work was broadcast and 
with true nobility of spirit and grand humani- 
tarianism they have done and are doing their work. 
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They needed publicity and got it in a big way with great 
success. 

If Dr. Abe Simple, down in Tarrytown, Okla., prints 
a bit of booklet about his Ambulant rectal work, Dr. Abe 
is kicked right out of his county medical society, disgraced, 
excommunicated and eternally lost! Poor Dr. Abe did 
not put it over in a big enough way. If you need great 
publicity and can get it in a large way, especially without 
paying for it, at least not openly, then it is all right. If 
you need publicity in a small way, you may not care to 
employ the direct appeal at the expense of your ethical 
standing. Your work as a user of Ambulant methods for 
rectal diseases will make you much talked about because 
of your success. In smaller places this may be all you will 
need. If your location is in one of the larger towns or 
cities where you have a good list of active surgeons, who 
do rectal work by radical operation, you may be obliged 
to use direct appeal to gain an adequate income. 

The doctor has need of good business methods, the 
same as the banker or merchant. How to handle this 
part of your work, how to collect reasonable fees without 
friction, how to apply psychology to your work, that is a 
study in itself. If you do not know this art you may select 
a preceptor from a list I can give you of men in rectal 
work, who earn and collect large incomes. 

Many surgeons do not seem to think it worth while to 
say anything about fees before their work is done. When 
the patient is well and discharged, as most cases are, for 
they are clever and efficient operators, upon request they 
just dash off a little bill for one thousand dollars or two 
thousand dollars, as the case may be, the amount depend- 
ing upon who the people are, what they possess, etc., and 
upon how the particular doctor feels that morning! His 
secretary has made the proper investigation, and the bill 
is always based largely upon ability to pay. This is quite 
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right and entirely correct from my point of view, but— 
I am willing to confess that I have not yet the right 
background to carry it off in just this manner. People 
come right out and ask me: ‘Doctor, how much is this 
going to cost?” just like that! I have to set a fee and 
come to a pleasant understanding with them. It is true I 
try to charge as much as ability to pay justifies because 
there are some I feel obliged to treat, as a religious duty, 
for little or nothing. 

You may be able to do your work on the plan usually 
employed by the organized orthodoxy of our profession, 
and make a successful gesture indicating your mind does 
not stoop to think of fees and such mundane things. I 
have never been able to gain this power and I am still 
doing my work after the business part of it has been 
amicably settled. It is for this reason I imagine, that I 
have never had to employ the courts to help me collect my 
fees. I also notice that my patients go out of their way 
to send new cases to me. I like this, but of course I am 
humble and more or less plebeian. I also hate snobbery 
and hypocrisy, no matter where it is found, among physi- 
cians as well as laymen. 

This book may offer suggestions. You may find your 
solution by personal contacts. Seeking what you need is 
the only way to find it. 

There is no basis for the argument that a man may 
be a clever writer of advertising literature, but know little 
or nothing about the practice of medicine. He would for 
this reason have a great advantage over his more com- 
petent fellows, who were not gifted with verbosity! 

The physician must make good in his work, that is, 
he must deliver the goods, to express it in modern ver- 
nacular, and failing, he is assigned by Fate to the niche 
in which he belongs. There is no magic about direct ap- 
peal, no charm in printer’s ink that will work wonders 
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for the doctor that uses it. Like any other doctor he 
must succeed in his work and this because of his compe- 
tency as a physician and not because he uses_busi- 
ness getting literature. Were the doctor so skillful as a 
writer and so incompetent as a physician, he would always 
have such a cumulative influence of bad work against him 
that all the printer’s ink in the world could not overcome 
it. He would have to seek new fields frequently. Still 
it happens that most of those who use direct appeal in the 
practice of Ambulant Proctology have been in their pres- 
ent locations ten, twenty and thirty years. I have been 
in my present location nearly two decades, and I use more 
or less direct appeal. 

How do these clever writers pass the State boards? 
How are they able to graduate from reputable colleges? 

Dr. L. L. Landis, New York City, has just published 
a book he calls ‘“The Physician and the People,” in which 
he discusses the whole subject of the economic side of 
medical practice. I consider his chapter on “medical fees 
and finance” an excellent analysis of this subject—some- 
thing every doctor should read. 

I have no fault to find with an ethical code for any 
of the so-called professions, and for medicine in particu- 
lar. Yet I am sure many of the most orthodox will agree 
with me that ours has developed a good deal of dry rot 
and a cumbersome load of the barnacles of tradition. 

Progressive men of medicine would dry dock her and 
scrape her bottom! That is, we would revise all codes 
to meet the demands of modern life, instead of forcing 
the individual to make his own adaptation often by practic- 
ing hypocrisy. 

To epitomize: The easiest and most effective way 
is the line of least resistance. 

The most important problem we have to solve is our 
individual adaptation to our environment. 
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The doctor is a public servant, rendering a very im- 
portant service, but is left to collect his pay for this serv- 
ice by the fee per visit plan—a relic of the Stone Age. 

Since you cannot change the system, you must make 
your own adjustment to it in all its economic aspects. 

If the money side is fully satisfactory—do your work 
and keep smiling. 

If the income is inadequate, do whatever is necessary 
to make yourself competent to command and able to de- 
mand for your work the proper economic reward. 

How to do this, is your problem. 

You, only, can solve it. 


I look upon any effort to splice the theories of spiritual entity 
upon the fag-ends of physical science as a very weak combination. I 
would not have you understand me to mean there is no science of 
psychology, no field for the use of psychotherapy—which, by the 
way, Is a very good term. I have used it in my weak way for 
years.—Dr. BETTERMAN. 


CHAPTER IV 


SOME PSYCHOLOGICAL ASPECTS 
OF AMBULANT PROCTOLOGY 


ig is quite the custom for the “outs” to find fault with 

the “‘ins.”’ This is true of political office holders, advo- 
cates of religions and schools of medicines. For example, 
Christianity has been pleading for acceptance now for 
2000 years and yet but 45 million out of the total of the 
United States population are willing to subscribe to the 
various creeds as church members. (See Christian Church 
census of U. S., Christian Herald, 1923.) Yet no one 
condemns Christianity because it has not gained general 
acceptance. 

It is unfortunate that Ambulant Proctology has had to 
plead for a hearing and for trial; that even now but few 
know its correct technique and formulae as discussed else- 
where. It is also unfortunate that because of rejection 
and opposition some of its pioneers had to resort to 
methods, such as traveling from place to place, and the 
use of publicity to attract the attention of those who 
needed rectal treatment. This was the economic com- 
pulsion that confronted the “‘pile doctor” at that time. 

Prior to and for some time after the Civil War of 
1861-5, the matter of medical education was slipshod and 
unorganized. Up to my time, when license laws were 
passed in most States, it was necessary to license many on 
the ground that they had been in practice ten years or 
more. This was their only qualification in many cases. 
Let me quote from my 1912 book, “Medical Dollars and 
Sense.” 

“Until after the Civil War the doctor was a spontaneous 


product. The choreboy read medicine in his preceptor’s 
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office, cleaned the stable and spittoons, went to the city 
presently and took a six weeks’ course of lectures—very 
ambitious ones took two courses—then went home or some- 
where else and hung out his shingle.” 


Doubtless Mitchell had such protégés as did all suc- 
cessful doctors. It was the “‘itinerant’’ age; traveling 
preachers, doctors, lawyers (circuit riders) and all with 
eyes toward the setting sun—Westward ho! How I en- 
joyed Herbert Quick’s “Vandemark’s Folly.” 

I do not know how extensively Mitchell, Brinkerhoff 
and others of the early men, taught laymen to “set up 
shop” as pile doctors. It was all unfortunate because the 
injection method has been tainted by this disrepute. It 
comes down to us now as an inheritance of the past, and 
manifests itself in divers ways. It may bob up in this man- 
ner: You are treating a very prim school ma’am from a 
nearby village. She is one of these precise, staid, ortho- 
dox spinsters, who cannot understand why Providence al- 
lowed such an affliction as piles to fall athwart her path- 
way of life. She is greatly humiliated by the necessity of 
having the afflicted part examined and treated, even 
though you have given your office nurse special instruc- 
tions to handle her with great punctilio. 

The first treatment causes a little soreness, and she 
calls her family physician, who having read his Andrews’ 
report, and brushed up his proctological knowledge by 
hasty scanning of surgical tomes, comes to her rescue, 
fuming and frothing with condemnation. An opium sup- 
pository does the business and she is warned that any 
more of that sort of treatment will be very dangerous; 
that the method is condemned by all the leading authori- 
ties; that those who employ it are quacks and unworthy 
of any respect or confidence. Having thus done his duty 
nobly and well, the good Dr. Blowbottle feels quite con- 
tent. 
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You receive a letter next day, saying that she has de- 
cided, upon other professional advice, not to take the 
treatments, and would you be so kind as to return the 
ten, twenty-five, or fifty, as the case may be, that she had 
paid you on her fee? All this, of course, surprises you 
because you supposed such a ladylike, Christian spinster 
would have some sense of business honor and Golden 
Rule justice, so you make an effort to get the why’s and 
wherefore’s of the matter. 

Some days pass, and you are again surprised by a 
visit from the lady herself. She tells you she has changed 
her mind, the treatment you gave her has helped her so 
much, that in spite of Dr. Blowbottle’s advice, she wishes 
you to complete the case, if you think the treatments will 
not be too painful. 

With a gasp of exultation that causes those “creeps” 
along the spine, and a “‘sort’er sinkin’ feelin’ ”’ in the dia- 
phragm you reluctantly admit her to your active list again, 
but having justified caution to demand the balance of your 
fee paid down. You also suggest, that when she is en- 
tirely well she may allow the family doctor to examine 
her and see if she is really cured. Then you add: “If 
Dr. Blowbottle would like to know just how this work 
is done you may tell him I shall be happy to show him 
every detail.” 

Oh, those scriptural coals of fire are great stuff! 

Another incident that will illustrate the mental modes 
of some physicians: A mechanic I was treating for 
hemorrhoids, was taken sick with what his physician called 
an ‘‘acute attack of inflammatory rheumatism.” He was 
sick with it nearly all the winter, but when he finally came 
back for treatment, (and he did come back for the first 
few visits had nearly cured his piles,) he said his family 
doctor thought it was something I had injected into his 
hemorrhoids that caused the rheumatism! 
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I am going to make a suggestion to the organized pro- 
fession, which, in spite of its own glass houses, is so free 
to cast stones in our direction as illustrated by the Dr. 
Blowbottle incident. My suggestion is this: Arrange 
rectal clinics and call any of the active Ambulant men to 
treat cases before your societies and groups. Forget all 
the Andrews reports and test the present perfected injec- 
tion method here and now. There is nothing Abramsistic 
or autohematic about it! 

You will then realize that it is the attitude of those 
who preen themselves on being ethical, etc., that forces 
some of the practitioners of Ambulant Proctology to use 
the direct appeal and to defend themselves, just as did 
pioneers like the elder Brinkerhoft.. 

Now, allow me to cite another psychological aspect 

which relates to your patient instead of your compeers. 
I have always held that people with rectal trouble are 
about like other folk. I have always tried to be liberal in 
my relation to them, giving my advice and opinion on 
other trouble, but always with this addition: ‘Of course 
all that lies outside my field. I would suggest that you 
consult your family doctor about that.” 

In this way, I am making plain that because I am treat- 
ing piles, fistula or what not, is no reason this will cure 
endometritis, cystitis or any other unrelated ailment. 

Another way to avoid appearing “small,” I never 
charge for medicines, suppositories, etc. I would rather 
set my fee five or ten dollars higher to cover the drug ex- 
pense, than to bother with collecting for anything extra. 
People do not like it and will resent it, to your discredit 
and loss. It is to my advantage to give patients every 
possible help to secure a speedy cure, and to avoid all un- 
pleasantness. I do everything I can to make them feel 
better, establish faith and confidence, with improved feel- 
ing of well being. 
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If I charge for medicine they think at once that I am 
parsimonious—or words to that effect. 

To this end I often use supplementary medical treat- 
ment, for example, Tonic Arsenates and Nuclein (Ab- 
bott) for nervous people, as well as liver tonics, etc., to 
improve every function. In acidosis, especially in pruritus 
cases I use alkaline intestinal antiseptics, such as “Sal 
Alkatone” (Col. Pha. Co.) and ‘“‘Sodoxylin’” (Abbott), 
“Citrocarbonate” (Upjohn), etc. 

Your knowledge of therapeutics will guide you in pre- 
scribing or dispensing what you want your patient to have 
that may further your success with his rectal disease. The 
psychology of it is that he is paying you fifty, one hundred 
or two hundred dollars, as it may be, to treat his case, and 
if you force him to spend any more for medicines he can- 
not fail to resent it, and so would you or I. It looks 
small and petty, and it is as it looks! 

Another psychological aspect of our work is the atti- 
tude indicated by the question that some ask, “Doctor, 
will you guarantee a cure?’ My answer is as a rule, “If 
I were in general practice and you called me to your home 
for typhoid, labor, or any emergency, would you meet me 
at the door and say, ‘Doctor, if you do not guarantee the 
patient will not die you can’t come in!’ ” 

This is usually enough, but I sometimes add that I am 
a reputable physician, and I never sell “cures” or make 
any questionable promises to earn my fees; that while 
there is nothing sure in this world but “death and taxes,” 
as far as I can see the case is very like many others I 
have treated successfully and there is no reason why this 
one should not be cured likewise. 

I hold that the Ambulant Method Proctologist is do- 
ing a surgical work for surgical fees, and is entitled to the 
same respect, confidence and honor as any other surgeon, 
no matter how spectacular his stage setting may be. 
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The time has now arrived when Ambulant Proctology 
offers a better percentage of cures for rectal cases than 
any other method of treatment, and it is justified in de- 
manding respect and compensation accordingly. It is to 
be regretted that some of the pioneers were forced to use 
such tactics as offering, ““One thousand dollars for a case 
of piles we cannot cure,” etc. ‘The past is past, but we 
of the second or third generation pay the penalty for the 
mistakes of our fathers. 

It often happens that you will be approached by some 
of the drugless healing brethren, such as Chiropractics, 
Masseurs, etc., who will ask about making arrangements 
with you to send rectal cases to you that do not seem to 
be doing well under their particular form of treatment. 
I have always tried to be fair to these practitioners, in 
spite of the fact that I agree with the regular medical pro- 
fession when it holds that their methods have but a modi- 
cum of value, and that little value is talked about with 
the most blatant advertising in some cases. It is after all 
the individual one must judge, not his school. Some in- 
dividuals in the regular profession will not bear very close 
examination. My duty to the public needing my service 
makes me indifferent as to the source of approach of those 
with rectal diseases needing the treatment I have to offer. 
Some come from my own direct appeal, from the recom- 
mendation of cured patients, and others from regular 
physicians in general practice. Now and then it is the 
minister, the priest or the drugless healer who directs the 
rectal sufferer to me. 

When I receive a letter from any of the latter, es- 


pecially if the writer is a stranger to me, I usually write 
somewhat as follows: 


Dear Sir:—I have your letter of yesterday and would 
say in reply that I have never taken a narrow or hostile 
attitude toward any of the so called drugless healing cults. 
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I have quite a few friends among them, who recognize the 
limitations of each particular art, and who refuse to take 
cases that do not seem suited to the method of treatment in 
question. I have the greatest respect for such an honest 
attitude. 

On the other hand, I have had to criticize others quite 
severely because, through either ignorance or greed, they 
have taken cases that were quite hopeless of cure no matter 
what treatment was employed. This is a grave mistake that 
your school has made: failure to recognize its limitations. 
When I say your school, I mean of course individuals in it, 
and it is with you as with all of us, a profession often gets 
the kicks that belong to just a few of its votaries. This is 
due to the fact that the public is prone to generalize from 
isolated instances. ‘Io err is human,” etc., is a mighty good 
saying to keep in mind. 

As to your rectal cases, I shall be glad to examine any- 
one you may bring or send, and if I find the condition such 
that it seems curable or that may be helped, I will gladly 
arrange to treat it. I have no fee-splitting system and I take 
each case on good faith. Any doctor bringing or sending a 
patient to me must look to the patient for his fee and not to 
me. I think you or any man who goes to the trouble to 
examine, diagnose, etc., a particular case is entitled to charge 
for that service. I take this attitude in spite of the fact 
that I usually make ail preliminary or casual examinations 
without charge. I am compensated for some triflers when 
I collect my stated fees for my work. 

I enclose a few of my appointment cards. You may 
mark them for your patient, any day, one to five P. M. (No 
Sunday hours.) Thanking you for your inquiry and hoping 
I may be able to serve you, I am, etc. 


The fact that State boards license and legally recog- 
nize these drugless healing cults, and make no ruling that 
prevents them from using what seems to me quite unjus- 
tified if not blatant advertising, forces us to take cogni- 
zance of them. My experience has been that most Osteo- 
paths and Chiropractics are mighty fine fellows, even 
though not always as well trained and well versed in scien- 
tific medicine as regular physicians are supposed to be. 
This may not always apply to Osteopaths who have, in 
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most instances, a very good course of training and better 
in some things than that of M. D. schools. 

If then, the State boards license these men with no 
prohibition on the use of direct appeal, that is, business © 
getting literature and other advertising, then it is unjust 
to make regular men sign away this right for themselves 
and to excommunicate them if they depart in any manner 
from the old time hidebound tradition of medical ethics. 

Doctors have need to pray for openmindedness—print 
it that way, one big hard word—to make a part of our 
lives. The orthodox of all sorts are apt to feel so smug 
that it is quite easy to develop into the snob. Smuggery 
and snobbery always hinder world progress in social evo- 
lution. Doctors have need to pray for the teachable 
spirit, We are apt to resent anyone questioning our 
knowledge or skill, especially anyone younger or any lay- 
man, or anyone not our superior in position or power. 
Some of us have a false pride that seems to prevent us 
from ever saying, “‘I do not know,” and many doctors are 
quite properly classified as grand bluffers and four-flushers. 
Doctors have need to pray for a better knowledge of log- 
ical thinking. Our whole system of education is still too 
much a memory training machine, and many young men 
come out of medical colleges well stuffed with facts, but 
very weak in reasoning powers and with a lack of com- 
mon horse sense. Loo many doctors are rote doctors with 
a big bump of doubt for anything and everything not 
stamped with the marks of precedent and vested author- 
ity. Originality is something outside the average ken. It 
is hard for a man with no originality of his own to recog- 
nize it in others. We are prone to judge others by our- 
selves, and that is why it is wise to watch a man who is 
constantly suspecting others of insincerity and dishonesty. 

It happened some years ago that I was obliged to se- 
cure a license by examination, my original one for Ohio, 
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granted in 1902, being given under the old law on diplo- 
ma. If I remember correctly I had a fair general average 
that passed me for license without question. Suppose the 
marks had been low, and the loss of one or two questions 
worth ten points each was enough to drop the average just 
under the required 75%, I believe it was. Suppose the 
question upon which I failed to have been: What is the 
weight of the spinal cord, stripped of all its membranes 
and branches?—and this was one of the vital questions 
asked me in anatomy—do you think, had I failed to re- 
member that the correct answer is one and one-half ounces 
—and luckily I did remember it—that this would have 
been proof that I was unworthy to practice medicine in 
that State? 

The time will come when education will be directed 
less toward the end of memory stuffing and more toward 
the development of reasoning powers, logical thinking and 
intelligence. Many doctors are still rote thinkers and 
parrot-minded loud speakers! 

This fact explains why Ambulant Proctology has had 
to bear the great opposition and prejudice always shown 
and still shown toward it. Also it explains why any man 
who gets out of goosestep and assumes the right of ethical 
liberty, is quite likely to find rocks and brickbats coming 
his way. It often happens, too, that those most ready 
with strong-arm tactics at stone throwing live in glass 
houses themselves. You will find about as many ink-fishes 
in the medical profession as in any other walk of life! 

There is one more phase of the psychological side of 
proctologic practice I wish to mention before closing the 
discussion. It is how you react to your work. We are 
keeping our records and statistics. We count the daily 
income, the number of patients, examinations and treat- 
ments, new patients enrolled, etc. More important, too, 
we make a table of months and years shewing the daily, 
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monthly and yearly earnings. We compare month by 
month and year by year, and if at any point it is not getting 
better or larger, we wonder why and what is best to do to 
bring it up again to the average or better than ever be- 
fore. When we do $1,000 a month, we set a new goal at 
$2,000. When that is reached, we make it $4,000. Then 
we enlist an assistant or two, and more nurses and stenog- 
raphers and other help. We go after it stronger, I fear 
too much from the money motive, rather than from the 
thought of larger service, with much lower fees. We are 
after larger fees, larger incomes. 

It is a good thing to call a halt every year and take a 
moral inventory, Take stock of your motives and pur- 
poses, your hopes and your real intentions. If you find 
that your soul is getting the Almighty Dollar taint, cor- 
rect your psychology. 

Another and a better way in which you will react to 
your work in this special field of Ambulant Proctology is 
in its psychological effect on your whole life. No one can 
fail to feel a wonderful joy from the realization of suc- 
cessful work in nearly every case that comes to you. Day 
after day will go by without one person speaking anything 
but praise and expressions of happiness as to better feel- 
ing. This brings a very different reaction than where 
most of your energy is spent resisting the depression of 
discouraged and complaining patients. Let the G. U. 
man arise now and testify. Does he ever feel like shutting 
up shop and running away so far he would never again 
hear of those nimble little germs of Neisser? He does! 
And sometimes he does! 

No special or general work, and I have had a wide 
experience, can compare with Ambulant Proctology in 
the prompt and permanent cures resulting from your ef- 
forts, No fees will be more cheerfully paid and no ex- 
pressions if, gratitude more sincere than those that come 
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from cases you treat by the Ambulant method for rectal 
diseases. 

Therefore adjust yourself as best you may to your sit- 
uation. Study your work both as a profession and as a 
business. 

You will notice that with cases where the fee is ample 
and paid promptly, the results are more satisfactory than 
when all or part is still due. Gratitude vanishes in inverse 
ratio to the amount of money your patient still owes you. 

Know your work and do it well; study its applied 
psychology. 

Be kind, pleasant and affable, but charge justly liberal 
fees and collect them promptly. 

Honesty and skill will command respect, and your 
dignity will not be compromised by adding the spice of 
humor. 


Medicine has passed, during my memory, through the several 
surgical eras—the nebular stage, when much spraying and spurt- 
ing was done; the aquatic period, when the floors ran with water 
and the surgeon felt like a duck hunter—and along down till now, 
when asepsis and antisepis have been reduced to their lowest 
terms. You are entering it at a good time, and in a country 
where the best surgery in the world is done.—Dr. BETTERMAN. 
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It may be scientific to devote a dozen pages to etiology, path- 
ology, symptoms, diagnosis, etc., and one paragraph to treatment. 
The cry of the race is for help. The world is not a clinic and the 
people are not clinical material. Before the doctor looms the 
problem of winning back the people’s confidence and with it the 
$2000 a year for each physician now spent for patent medicines 
annually. Before the doctor stands the task of giving the people 
a square deal, real help, and where help there is none, he should 
be the trusted and merited court of last appeal—_Dr. BETTERMAN. 


CHAPTER V 
HEMORRHOIDS 


HE disease or condition termed hemorrhoids makes 

up the larger part of a rectal specialist’s work. It 
does not lie within the scope and plan of this epitome of 
the ambulant method of treatment to discuss etiology, 
pathology or symptoms. Your book-case is full of texts 
with ample illustrations and theoretical discussion. I as- 
sume also that you are well versed in the anatomy of the 
rectal region. 

There are, however, some essential points in the path- 
ology of piles that command our attention if we are to 
understand the ambulant technique and the reason for its 
unequaled success in the treatment of this quite prevalent 
human ill. 

Before undertaking my exposition of our method, I 
must preface this important chapter by some quotations. 
In Dr. Hill’s very neat little 1923 Manual, p. 154, we 
find the Injective Method discussed, and from this I wish 
to make use of the following: 


“Nearly all the solutions used for this purpose contained 
carbolic acid, such as Shuford’s recommended by Tuttle. 
Martin of Philadelphia, who was a strong advocate of the 
injection method and did much to popularize it, used phenol 
sodique and distilled water, equal parts. ‘The use of car- 
bolic acid as an injection fluid originated in this country 
many years ago (see my chapter on history—C. E. B.), and 
was widely exploited, principally by irregular practitioners 
and advertising specialists. The blatant claims of these 
originators and its indiscriminate application to the most 
unsuitable cases, under the most undesirable environment, 
early condemned it.” 


14 Manual of Proctology, by T. Chittenden Hill, Ph.B., M.D., F.R.C.S. 
Lea & Febiger, 1923. 
55 
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Dr. Hill then proceeds to give the history of Dr. Ter- 
rell’s accidental use of quinine and urea hydrochlorid,’ 
and proceeds to adopt and extol it as the injection method 
of choice par excellence. He says his experience with 
quinine and urea hydrochlorid has been most gratifying. 
Make your mental note of this for later reference. 

Now another quotation, this time from Dr. Cooke’s 
very excellent text, 1916 edition, beginning on page 266. 


“Injection.—This is often referred to by foreign writers 
as the American method of treatment, a designation pleas- 
ing enough to its. advocates, but containing little for grati- 
fication to those who condemn and reject it. There is no 
question that the method originated in the United States. 
Andrews, of Chicago, who investigated the early history of 
the method with great care, states (in his Diseases of Rec- 
tum and Anus, pp. 34 et seq—C. E. B.), that it was first 
employed by a young physician named Mitchell, of Clinton, 
Ill., in 1871. The fame of the method spread rapidly 
through that section of the country, and within a few years 
was being used promiscuously by itinerant charlatans, not 
all of whom were members of the medical profession and 
many of whom were ignorant and irresponsible. Exploited 
in this way, it soon gained a wide reputation and thousands 
of patients were treated by the new plan, the secret of which 
was closely guarded. 

“The fact that for so many years the treatment of this 
class of diseases remained largely in the hands of charlatans, 
in America at least, is directly attributable to the remarkable 
exploitation of this method at a time when the subject had 
been receiving little attention at the hands of the regular 
profession. ‘The present day interest in the treatment of 
hemorrhoids and in rectal diseases in general is probably due 
in no small measure to the ultimate realization by the pro- 
fession that an important and profitable department of prac- 
tice was passing from its hands. (Italics are mine.—C. E. B.) 

“For many years physicians regarded the secret method 
with outspoken contempt. With scarcely an exception, 


_ * Note:—It seems strange how generally the radical surgical proctolo- 
gist endorses the Terrel quinine and urea hydrochlorid method, when it 
is without question one of the worst solutions possible to use. I have won- 
dered how much loyalty between the brothers of the A.P.S. has to do 
with it. The psychology of what is often’ termed “log rolling’ is an 
interesting study.—C. E. B. 
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medical writers referred to it slightingly or condemned it 
and its users in the most sweeping terms. (4 Ja Fundamen- 
talists and Modernists of present day churchmen.—C. E. B.) 
And the same attitude is maintained to a certain extent to- 
day, with the result that the method is still being success- 
fully exploited in all parts of the country by no-knife adver- 
tisers, to the continual detriment and chagrin (!) of the 
self-respecting profession. ‘There is really no reason or 
excuse for the existence of such a state of affairs. The 
method is not and has not for many years been a secret. 
The profession should consider without prejudice- whatever 
merits it may possess and so be in position to advise the pub- 
lic intelligently upon the subject. 

“Practically all of the American text books on diseases 
of the rectum devote considerable space to discussion of the 
method with varying conclusions as to its efficacy and 
value. None of them condemns it as wholly worthless; but 
all agree that its field of application is a very limited one 
and that the details of technique must be thoroughly mas- 
tered to insure a proper degree of freedom from danger in 
its use. 

“Carbolic acid is conceded to have been the active in- 
gredient of the original formula as used by Mitchell. Many 
different drugs and combination of drugs have since been 
experimented with, but the carbolic acid retains its reputa- 
tion as the most efficient agent for the purpose. The strength 
has varied from 5 per cent to 95 per cent. (!) At present 
time a 25 per cent or 334%4 per cent solution is most gener- 
ally used.” (Italics mine; you will see why later.—C. E. B.) 


Now turn 6 page 271 for Dr. Cooke’s final verdict.* 
He says: 


“In fact, after viewing the matter impartially from 
every standpoint, the conclusion seems warranted that it is 
at best an unscientific and unsurgical makeshift which has 
been too long exploited at the expense of a credulous public, 
—that it is not without danger in any case and permits no 
honest assurance to a patient of permanency of cure, should 
real danger be escaped. (Again note the italics are mine.— 


C. E.B.) 


8 Diseases of the Rectum and Anus by A. B. Cooke, A.M., M. D., F, 
A. Davis Co., Philadelphia, 1916. 
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Let us now quote one more authority, Dr. Gant of 
New York. Turn to his latest 1923 edition—Vol. 1, page 
482. I will quote selected paragraphs and sentences that 
serve our purpose: 


“Injection Treatment—This method of treating piles 
was originated by Mitchell (1871) who sold the secret to 
any one wishing to become a ‘pile doctor.’ —The method has 
fallen into disrepute largely through its being practised 
chiefly by non-medical men and ignorant physicians who 
did a great deal of harm and made a few cures with it. 
Cures are sometimes accomplished when injections are made 
by physicians having perfected their technique, but when 
piles are indiscriminately injected with carbolic acid by doc- 
tors or laymen unfamiliar with the procedure, all sorts of 
complications arise, and the patient is left in a worse con- 
dition than before treatment. (Very true of any sort of 
rectal work improperly done, hence this book.—C. E. B.) 

“The injection treatment appeals to the well-to-do class 
because if successful, it supposedly avoids an operation, 
quickly arrests bleeding and stops protrusion without severe 
pain, and does not keep them from business. Occasionally 
piles are permanently cured, but usually the patient seeks 
“treatment for hemorrhoids within from one to three years. 

“Carbolic acid is the basis of the solution and when used 
strong (30-50 per cent) destroys hemorrhoids by causing 
them to partially or completely slough off, but when em- 
employed weak (5 to 20 per cent), injections set up an 
inflammatory process followed first by vein blocking and 
then by shrinking and atrophy of the tumors. (These are 
Dr. Gant’s italics—C.E.B.) Sloughing with formation 
of ugly ulcers, abscess or subcutaneous fistula has often been 
observed by the author following the infiltration of piles 
wae and strong carbolic acid solutions carefully pre- 
pared. 

_“Carbolic acid may be diluted with water, glycerine, 
olive or almond oil, but glycerine has proved most satisfac- 


* Note:—I have treated upwards of 5,000 persons having internal 
hemorrhoids, some protruding, some bleeding, some strangulated. I can, 
I believe, muster a regiment of them today, people cured 5, 10 and 20 
years ago, who have never had a return of their trouble, and I will 
gladly contribute a thousand dollars to any charity if anyone will prove 
that even 10 per cent. of those I have treated have ever had recourse to 
surgery at any subsequent time, to say nothing of “one to three years,” 
The facts are entirely contrary.—Albright. 
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tory in the author's practice. (Italics here are mine.—C. E. 
B.) Some authorities on the injection treatment, including 
Yount, employ weak, 3 to 5 per cent, and others like Agnew, 
use a strong 50 per cent solution, but most surgeons using 
it inject a carbolic acid solution varying in strength from 
10 to 30 per cent.’ (Keep in mind these italicized state- 
ments.—C. E. B.) 


We have now presented the opinion of Dr. Hill, from 
his manual; of Dr. Cooke from his very excellent text, 
and Dr. Gant from his latest three-volume edition. 

I wish to make one more quotation, this time from 
Hirschman’s splendid handbook’, third edition, page 207: 


“Injection Treatment.—The ‘injection treatment’ which 
is the treatment usually advocated by most of the irregulars, 
may be applied in a number of ways. The patient’s rectum 
is cleansed by means of a simple enema, followed by one of 
saturated solution of boric acid or some other antiseptic. 
The hemorrhoid, which should be of the prolapsing variety 
and one that can be easily extruded into the anoscope or 
outside, is injected down to its base with either a mild solu- 
tion containing carbolic acid up to 5 or 10 per cent, when 
one wishes to cause a mild inflammation and gradual occlu- 
sion of the blood vessels by the disposition of fibrous tissue, 
or a strong solution of carbolic acid running from 20 per 
cent to 50 per cent, when one wishes an immediate slough 
of the hemorrhoidal mass. 

‘‘When one has but one or two, or not to exceed four, 
prolapsing hemorrhoids, this method may be applicable, each 
hemorrhoid being injected at the time. In some cases two 
or three injections are necessary for each hemorrhoid at in- 
tervals of five or six days, but on account of the inability 
to limit the slough caused by carbolic acid, and on account 
of the danger of injecting a blood vessel, it is rather an un- 
safe method; and repeated instances of the destruction of 
large areas of tissue and sepsis, have been reported. 

“A rather ingenius method of applying the injection 
treatment has been advocated by Franck, of Berlin. He 
employs a 50 per cent solution of carbolic acid in alcohol 
and uses it as follows: ‘The hemorrhoid is rendered tense 
by the application of a wire snare around its base; this is 


5 Handbook of the Diseases of the Rectum, by Louis J. Hirschman, 
M.D., F.A.C.S. C. V. Mosby, St. Louis, Mo., Publishers, 1920. 
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gradually tightened so as to cause the tumor to be slowly 
congested; the needle is then planted in the center of the 
mass; and several drops of the solution slowly injected. The 
snare is not removed until the whole mass has undergone 
thrombosis. Each time it is treated in like manner and a 
dressing of some drying powder is applied. In seven or 
eight days the necrotic tissue will slough off, and the granu- 
lating surface will be healed in three or four days. This 
long period of granulation is another objection to the appli- 
cation of the injection method. (!)” 

Such statements as these regarding the injection 
method of treating hemorrhoids are either intentionally 
vicious and facetious, or a wonderful exposition of sur- 
prising ignorance of what the injection method is. I am 
sure the “‘ingenius method” of Franck using 50% phenol 
and alcohol will amuse Ambulant method men quite gen- 
erally. 

The mental attitude of the radical school is quite a 
psychological puzzle, or would be did we not know that 
“there are none so blind as those who will not see!” 

Surgical bias can be seen freely exposed in each of 
these books, and no doubt a measure of ‘‘economic de- 
terminism’”’ also, for, if our claims are true when we hold 
that Ambulant Proctology will cure 95 per cent. of rectal 
cases, and that any intelligent physician can do this work 
in his own office or the patient’s home, it will surely mean 
less work for rectal surgeons. Something else will be 
evident before you have finished this chapter. 

First, that the use of incorrect formulae and technique 
has caused most of the failures credited to the injection 
method. A nasty spirit is shown by most writers in using 
the lay term “‘carbolic acid” for phenol, which is not an 
acid, but an alcohol, and when used in our solution is a 
most valuable agent, instead of the diabolical thing so 
often used for suicidal ends. I have heard docors say, 
“He burns them out with carbolic acid,” and say it with 
all that narrow-minded hatred and bigotry, quite akin to 
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much of the theological spirit of intolerance shown by 
some churchmen toward scientific research workers. 

That my book is needed will be self-evident ere this, 
and if it carries the message to the rank and file of earnest 
doctors, who desire to treat their rectal cases successfully, 
it will have served its purpose. Even with the wrong 
formulae and faulty technique, I venture the percentage 
of cures will compare favorably with that of radical oper- 
ations. All of which suggests that swallowing camels is 
easy. The gnats choke us! 

When you have studied the formulae we use, you will 
see why I have underscored parts of the quotations. Let 
me see now if I can tell you how to make the correct solu- 
tion, the use of which in thousands of cases in my own 
experience during the past ten years, has proved its 
eficacy. I do not say that it may not still be improved, 
and to that end I hope to keep constantly in touch with 
all active ambulant rectal men, that all may profit by the 
experience and reasearch of each. 


THE WoRKING FORMULA 


Dr. Blanchard’s Modification of the Albright Phenol 

and Oil Formula 

®Use Merck’s white solid or crystal phenol, made liquid 
by hot water bath. 

Use either of the ordinary grocery cooking oils, Wesson 
Oil, which is whiter and better, on that account perhaps, or 
Mazola Oil, which I find just as good, though more amber 
in color. Other vegetable cooking oils may be just as good 
as either of these. 

50-50 Stock: For making your 50% Stock solution 
use equal parts of the liquified phenol and oil. Shake well 
before making the weaker solutions. It may show the 
phenol partly crystallized especially in cold weather. Heat 
it up in water bath if necessary. I usually make up 10 
ounces, five of each, oil and liquified phenol. 

To this 50-50 solution, Dr. J. D. Albright, of Philadel- 
phia, one of the pioneers of the Ambulant Method for Rec- 


6 See Albright’s Clinic Report mentioned elsewhere. 
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tals. He holds that this is a valuable addition, acting as an 
analgesic and prevents nausea, etc. In theory I would agree 
to this, but for years I used the weaker solutions without 
it, and I see no special difference in my results after adding 
the menthol. I shall keep on using it in deference to Dr. 
Albright’s skill and long experience. 


XY 
TSS The 5% Working Solution: Now for making up your 


» 
tal Diseases, adds 20 grains to the ounce, of menthol crys- 
° 
» 


actual solutions, such as the 5%, use one ounce of the 50-50 
stock, and to this add 9 ounces of the oil. This makes your 
5% P-O Comp. with which you will do 90% of your 
work, 

. For 10% Solution, needed in some cases, use two ounces 
of the 50-50 stock, to eight ounces of the oil. It is easy 
to make up from your 50-50 stock, solutions of any strength 
you may desire, but rarely do I use anything but the 5 
per cent. 

7Chloral Hydrate: It has been my experience that no 

‘ matter how skillful the operator may be, now and then a 

patient will complain of after treatment pain, especially 

after the first treatment in prolapsus cases. It is important 

to have your first treatment make a good and favorable im- 

iS pression, as it may mean no little to you professionally, and 
otherwise. 

It is difficult to find a suitable anodyne that is soluble 
in oil, but after no little study and experiment I began using 
chloral hydrate, adding 2 grains to the ounce of the 5% 
solution, or the 10%: as the case may be. 

I do not offer the chloral hydrate idea as a finality like 
unto that of the weaker P-O solutions. It remains to be 
fully established by time and use. I solicit your reports on 
this modification from time to time. 


7 Note:—When properly used the 5% phenol in oil solution causes no 
pain either when injected or afterward. (This is very true of piles, but 
‘not always true of prolapse-—C. E.B.) Occasionally one approaches the 
border line too closely and a varying degree of irritation is produced. In 
my experience the use of chloral hydrate in less than 14 of 1% does not 
prevent this. The average quantity injected being perhaps 30 m. the 
quantity of chloral hydrate would be less than 1/7 of a grain. (I would 
have no objection to using somewhat stronger c. h. solution, but in my 
experience 2 grains to the ounce, seemed to serve very well—C.E.B.) I 
will also say that the use of menthol in similar quantities may be entirely 
useless in 95% of cases, but some few do occasionally comment upon a 
cool, agreeable feeling after injection, and if this is in any small measure 
due to the menthol its use is warranted. The same may be said of the 
choral addition. If 5% of the irritation that might otherwise be produced 
can be avoided its use is justified. Both are harmless, at least.— Albright. 


eh et ee 
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A few hints: See to it that your stock 50-50 has no 


solid phenol crystals in it, when preparing your working Pay: 
solution. Always shake well your 5% solution® before “gee 
you fill your syringes. After the day’s work is over empty 


° . . a 
your syringes into your supply bottle, and fill again after 


shaking the bottle well, at the beginning of a new day. flmescle 


Sensitive people of the nervous type react more to the 
first treatment than the phlegmatic sort. Go slow, treat prope 


gently and inject but little until you feel them out as it 
were. 

This formula will not produce slough, and it may be 
used freely without fear. In former days we had to take 
every precaution to use just the right number of drops and 
to see that no leak of the solution occurred for fear of 
burning the adjacent parts. Those were the 25 to 50% 
days. What shall we say of Dr. Cooke’s 95 per cent? In 
discussing the method of application you will learn the 
quantity to use. 

There are many different roads, but all lead to Rome. 
Each physician forms his habits and modes of technique 
that seem to him just right, but he should not forget that 
your way or mine, though different, may be just as good 
and as successful as his. There are many ways to skin a 
cat, the old saying goes. One’s height, weight, eye sight, 
and other personal peculiarities have much to do with our 
habits of work. To illustrate, many years ago I visited 
the surgical clinic of Dr. Tuholske, at St. Louis, and 
noticed a pair of large sabots standing near the operating 
table. My curiosity was aroused as to their purpose. It 
was soon made plain however, when the great surgeon en- 
tered. Being short, stout and of imposing port, the table 
was too high for him. He therefore stepped into the 


8Shaking 5% solution entirely useless, It never separates. My 
syringe is always full day and night.—J. D. A. 

Still my advice is good on general principles, and particularly so be- 
cause of the presence of the chloral hydrate.—C. E. B. 
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wooden shoes, which made for him a portable platform of 
the right height, in which and on which he clumped about 
his task. 

I always have my patient lie on left side, Sims’ posi- 
tion, with knees drawn high, left shoulder back, right 
shoulder and hip tilted forward. I® never sit when at 
work, except for certain exceptional jobs and being five 
feet ten inches tall, I have my table higher than usual and 
do all my work on my feet. I suppose were I left-handed 
I would reverse my whole arrangement, as you will, or 
do, if you are not ambidextrous. 

A soft padded table, wide and bed-like, is best, though 
I suppose some would prefer those elaborate affairs with 
a multitude of features, tilts and twists, that make good 
selling talk and a stiff price possible. Light from a good 
window will do, or some spot light arrangement is good. 
I have an ordinary automobile spot light, 8 volt lamp, 
hitched to regular house current by reducing transformer. 
As to tools and instruments,—the good old Brinkerhoff is 
your most useful instrument for both examination and 
treatment work. One needs a variety of proctoscopes, 
anoscopes and a sigmoidoscope or two. Have plenty of 
these examination tools that the one most suitable to case 
in hand may be selected. I would not care to modify the 
Brinkerhoff as some have suggested, even though in some 
hands, a good size pile may catch in the trough of it. That 
is easily avoided. I would suggest to instrument makers 
that the blade be made a little wider as I have mine made, 
so the office nurse can clean the instrument more easily. 
If wide enough for a finger to pass along the open side it 
makes her task less troublesome. It is also less likely to 
catch the pile when withdrawn. 

® Albright does all his work sitting on a high stool, working from 
the side. His table is 36 in. high. Mine is 42 in. high. He does his 


divulsions sitting on an ordinary chair with table only 30 in. high— 
C.E. B. 
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It seems to be the custom for every doctor who may 
have the temerity to write a book, to offer his own in- 
strument or some new kink for one, such as a thinner blade 
on the scissors, or a blunted point perchance.  Illustra- 
tions elsewhere will show the various instruments I use. 

It is also wise, if you should happen to write a book on 
rectal diseases, to study out some item of technique that 
may or not be better than any other, but it should at least 
be different. You can then elaborate ‘“‘the author’s oper- 
ation”’ to considerable extent. It is quite likely to get you 
quoted in each succeeding crop of books on your subject 
for all time to come. There is nothing like winning a 
place among the immortals on sheer merit! 

I usually keep two or three syringes loaded with the 
5 per cent P-O solution, and these with all other tools, are 
on stands at my left, and behind the patient’s back. The 
psychology of this arrangement is good. Nervous people 
are often greatly upset by the sight of surgical tools. Keep 
yours covered and out of sight, until your patient is placed, 
then your working outfit is well outside his line of 
vision. 

Let us use this formula now on a typical case of in- 
ternal hemorrhoids, record cards of which I could show 
you by scores. It is of the protruding but reducible type. 
There had been repeated hemorrhages for some years. It 
presents now the bright red grape-cluster mass, and when 
pushed above the sphincters, soon comes down and out 
again. 

Here and now while the patient waits comfortably is a 
good place to give a well earned credit to Dr. Albright 
of Philadelphia, whose patient study has given us the key 
to success, that is 95 to 98 per cent success, for the injec- 
tion method. There are, of course, two to five cases of 
each one hundred not suitable for the injection. These 
few have come too late, and are now complicated with 
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true prolapse of one or more coats of the bowel. We 
turn them over to our surgical brothers, or we do the 
work by ambulant surgical methods. ‘This is another 
story I will give you later. 

The key to success is to use the right solution,—and 
that given seems to be ideal after ten years of constant 
test,—in the right way. This right way is the great con- 
tribution of Dr. Albright, and I hope you will agree with 
me that it should be called the Albright technique. 

You will notice in all the texts, that the illustrations 
show, and the instruction directs the needle well into the 
pile mass. All needles have the over-slip guard that you 
may set it to your liking, to prevent its too deep penetra- 
tion. Now the right way, is not to penetrate the pile mass 
at all. You really need no guard on your needle, but I 
suppose we will keep on making needles that way, just as 
we still wear two buttons on the back of our coats and 
three on the cuff of each sleeve! 

Instead of thrusting your needle into the pile mass, 
you pass it under the mucous coat, to any depth or dis- 
tance the size of the pile seems to demand. Then expel 
your solution slowly, until your judgment and experience 
tell you the right degree of distention has been in- 
duced. Some times a whitened change in color is a good 
index,—both are helpful guides. A few drops more or 
less matters little, and presently your judgment will gain 
its skill, partly by intuition or acumen, or whatever it may 
be that experience does to our thinking organs. (The 
plural is intentional.) 

J usually select the crest of the pile and pass the needle 
over. and beyond, or or upw ward, speaking in. in terms | ns_of the | the 
patient’s anatomy. 

This is a nice bit of theory, that the absorption and 
infiltration takes place more readily and generally, but it 
does not seem to matter much. It is all in making the 
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injection submucous—submucously—if there is such a 
word—instead of, into the pile mass. 

Do not forget the histology of your piles—a mass 
of indurated connective tissue, surrounding a plexus— 
often twenty—of small but dilated veins,—yes, Mr. 
Bryan, valveless veins, which please explain—and covered 
by the mucous lining of the pile bearing area of the rectum. 

If you happen to inject more of your solution than 
will be enmeshed or held readily and some oozes out, no 
harm will be done. If you press your treatment too vig- 
orously and your patient complains of some after-treat- 
ment pain, assure him that this means fewer visits will be 
needed. However, since your treatment _is supposed to 
be practically painless, there is wisdom in taking care and 
time to avoid complaint. 

At the first treatment I usually inject the two largest 
pile masses, and on opposite sides if possible. Frequently, 
this takes care of the smaller and adjacent ones. Again 
and again, the great protruding mass will be gone when 
your patient returns, after his first treatment, with grati- 
tude beaming on his face, and words of praise on his lips. 
“Marvelous, miraculous, wonderful’’—these are common 
words in his vocabulary. I treat on the average of once 
each week, 

Here may be a good place to say that I have prepared 
a collection of case reports, which I will be glad to send 
you gratis, upon receipt of request, with return postage. 
These are not selected cases, here and there one cured, 
but the spontaneous response of pleased patients, un- 
solicited and usually sent by mail from a distance. The 
rule is that not more than one or two in the hundred fail 
to get a good result. These case reports will help you to 
understand why I put the italics in the quotations I have 
made from my surgical contemporaries. 

I have mentioned a ten per cent. solution. It is but 
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rarely you will need anything stronger than the “Working 
5% P-O.” A little stronger is useful when you have a 
case more than usually disposed to oozing of blood, and 
where a deeper red shows greater engorgement and dis- 
tention. I used a quart of the 5% while I need only an 
gunce of 8 to 10 per cent. 

You are probably by now asking what cases I consider 
unsuited to the injection method? I have said one or 
two of each hundred you examine must be treated sur- 
gically. It is usually that case of protruding irreducible 
piles, worn outside so many years that the mucous coat 
is like leather, and the bulk of the pile masses has caused 
more or less external sphincter atrophy, with no little 
spasticity of the internal one. 

You can treat these by Ambulant methods, prob- 
ably by divulsion under general, ethyl chloride, and then 
removal by the excision and suture method, one or two 
at a visit. This, however, is another story, and you are 
quite likely to be so busy with the 95% of suitable cases 
for your injection method, that you will send these people 
to your good friend the rectal surgeon. 

I am supposing that you know when and also how 
to eliminate your malignant, luetic and tubercular cases. 
This is an epitome of the Ambulant method and nothing 
more. I trust [ am not assuming too much. 

Your patient is now ready to receive the after treat- 
ment dressing. For some fifteen years I have used a very 
pleasant pile ointment called ‘Veg-ol,” made by the 
Columbus Pharmacal Co., Columbus, Ohio, the formula 
of which they publish in detail. It is antiseptic, somewhat 
anesthetic and makes a good after-dressing for all man- 
ner of rectal cases. I also use nearly as much of the well 
known ointment made by The Foster-Dack Co., of 
Chicago, and called “‘Sorbefacin.” They also give an idea 
of the formula. Many of the Ambulant men use this 
extensively. 
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The handy device by which these or any unguent may 
be introduced into the rectum, is a glass tube, another of 
Dr. Albright’s ideas, though I use a different ‘‘gun” for 
loading the glass tubes. Any glass worker can make your 
tubes, at a cost of one-fifty to two dollars per dozen, and 
one such lot will last a life time. I like them about one- 
half inch in diameter, with one-eighth inch thick glass, so 
that when the ends are rounded off, introduction to any 
desired distance into the rectum is easily accomplished. 
I have my tubes cut into eight-inch lengths, which is 
ample. The “gun’’ I use is the cheap fifty-cent automobile 
variety, with plunger. ‘This withdrawn, the barrel can be 
thrust into the can of unguent, then with finger on the 
tip to keep air out, the filled syringe can be withdrawn 
full or partially full of ointment. Wiped off, the plunger 
inserted, the loaded gun is ready for use to fill the tubes. 
The tip held in one end of tube, the other hand on the 
barrel, the plunger against your “tummy,” table top or 
any convenient resistance, and two or three inches of the 
unguent can be forced into the tube, pronto, presto! Be- 
hind this push in whatever quantity of*cotton you need 
and this with your wooden applicator, makes the needed 
plunger to force the contents into the rectum. 

The cotton may or may not be introduced, according 
to your need. In prolapsus cases, I like to use the cotton 
finger in the anal canal, and in pile cases where protru- 
sion is troublesome, since after injection we desire very 
much that the parts may stay in their normal positions. 
Some will complain that the cotton pack irritates and that 
they had to expel it. If this happens, instruct them to use 
the ‘‘Veg-ol” and insert another pack, after restoration 
of protrusion, if any. 

Some use the screw-type of grease gun, but this is 
more cumbersome and difficult for you or your nurse to 
handle. Try both and take your choice. One doctor sug- 
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gested to me the use of glass tube with one end slightly 
conified, insisting that it is more easily introduced. Per- 
sonally I prefer to have both ends alike, since the blunt 
round end of my one-eighth inch glass enters the anus 
quite readily, and is easier to clean, as well as to load and 
unload. This is but a minor detail you may decide to your 
liking. You recall what I said about getting the cat-skin! 

It happens as a rule that nearly all pile cases have 
more or less prolapsus of the mucous coats. This you 
should now proceed to treat. The Ambulant method of 
doing so will be discussed in another chapter. I want to 
close this chapter with a few general remarks. 


COMMENTS 


Piles have been with us long before Hippocrates was 
a nursling, long before Adam! In fact ever since man 
began to walk upright, asking his rectal veins to function 
without valves, he has been subject to this condition. 
Surgery has always considered it a surgical disease, and 
has always been devising ways and methods to cut away 
something. Any non-surgical treatment is called quack- 
ery; and people are urged not to patronize ‘‘advertising 
‘pile doctors’ who infest our larger cities.’ You must 
bear patiently all this obedience to the “‘anthropoid action 
patterns” that control surgeons and especially proctolo- 
gists, the same as other folk! 

It is fair to say that the bias so often shown by the 
surgical fraternity may be quite justified in some ways. 
Ambulant Proctology is an evolution, a growth, like sur- 
gery or any other department of medicine. It is only 
within the last decade or so we discovered the right solu- 
tions and technique, just as it is only within recent years 
that surgery has made its greatest progress. 

It is quite likely the Mitchells, the Agnews, the Brink- 
erhoffs, the Jamisons, etc., of Ambulant pioneers did as 
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good work as the early surgical men. It is only since 1912 
that we have known the present solutions, and the right 
technique. Therefore, be charitable to all sorts of 
knockers and critics, and ‘‘To thine own self be true, etc.” 

During August of 1922, Dr. J. D. Albright held a 
rectal clinic in Detroit, before a class of fifteen doctors. 
He published a very neat verbatim report of this clinic. 
The book may be had by addressing him.?? Much val- 
uable technique is well illustrated therein. 

I have never cared to invest in those expensive instru- 
ments for rectal work, electrically lighted, and elaborated 
to the nth degree. You can do your work very well with 
the simple and practical kit, and you will need no such im- 
pressive stage setting. 

Take every surgical precaution as to your asepsis and 
antisepsis. However, the agents you use are antiseptic in 
themselves. In fistula and other conditions already in- 
fected, you will of course use your surgical acumen to 
meet the demands of each case. 

I take pleasure in recommending the antiseptic calle 
“Izal,”” made by the Abbott Laboratories of Chicago. It 
makes excellent solutions for your hands, instruments and 
Irrigations. 

For your probes, scissors, specula, etc., boiling for 
general use and pure alcohol for topical applications and 
edged tools, are your best insurance. 

I have been asked many times by both doctors and 
patients if I treat piles with the electric needle. I do not. 
Once I used it for a time but soon abandoned the method. 
It is too slow, tedious and more or less uncertain. 

I could use several pages to discuss the pathology, 
chemistry, etc., of the electric method and to show the rea- 
sons why this method does not accomplish the desired re- 
sult. I count it worse than the old 25 to 50% phenol days. 


10 Dr, J. D. Albright, 604 Perry Bldg., Philadelphia, Pa. 
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The length of time it requires is enough to condemn 
it. To say nothing of how your patient dislikes to lie 
with sphincters stretched, it is out of the question for a 
busy man to employ such a method even if its efhcacy were 
greater than any other. I often treat four or five patients 
an hour by our modern technique, yet do not rush the 
work in the least. 

Some one asked an important question that I want to 
repeat in this connection: ‘‘Would you rub soup on a 
starving man’s back?” 

I must not close this discussion of hemorrhoids with- 
out mention of Dr. Morley’s very interesting little book.* 
Already American journals are lifting the editorial eye- 
brow in surprise that a member of the Royal College 
would be guilty of quoting men who like Kelly, Hoyt, 
and others, ‘‘were recognized outlaws professionally” and 
that he should name and recommend proprietary medi- 
cines,—it is almost shocking! 

One review says of Morley, “I fear (it is) a rancorous 
plea for the injection method for hemorrhoids.” Also, 
“the testimonial letters incorporated with his text would 
stir the wrath of censors in this part of the globe.” The 
same reviewer wonders if ethics like morals is a matter 
only of incidental geographical location! This from 
Montague, who writes “Pruritus of the Perineum,” 
noticed elsewhere. 

It affords me pleasure to commend Dr. Morley’s book 
to you who want all possible information as to Ambulant 
Proctology. In many details I do not agree with him, as 
you will observe when you have read us both. I used 
lysol, a glycerine of phenol, for hydrocele cases, when I 
was in genito-urinary work; but I would never use it or 


11 Hemorrhoids, Their Treatment by Means of Injections, by Arthur 
S. Morley, F.R.C.S., Oxford, Eng., Frowde, Hodder and Stoughton, Pub- 
lishers, The Lancet Bldg., London, England,—$2.00. 
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any other glycerine solution of phenol for the injection of 
piles. Our English brother holds that 10% phenol in oil, 
oil of sweet almonds, is too weak, and that he is afraid of 
oil, not knowing what might happen if some of it entered 
the circulation! 

What a wonderful change will come over his mind 
when Dr. Morley has a little experience with our 5% 
P.-O. Co. for with it he will have no fear of pain, throm- 
bosis, slough or hemorrhage. It will be just as suitable 
for the prolapse of mucosa as for piles. It is ‘‘safety 
first, and fool proof,” requiring some skill and experience 
in its use. 

Another point of difference is in our technique. I feel 
confident that when Dr. Morley uses what I have called 
the Albright technique, he will find the 5% P.-O. Co. quite 
as expeditious as his 20% in glycerine, and entirely free 
from the dangers and unpleasant features he mentions. 
The use of glycerine in injection solutions because of its 
well known hygroscopic and antiphlogistic action, is quite 
the opposite to what we wish in piles. I use 35% phenol 
and glycerine in the treatment of proctitis, and some other 
conditions, because there I want just this action. It is 
faulty technique and wrong solutions used by careless and 
incompetent operators that have given the injection method 
much of its ill repute, which ill repute has been capitalized 
for all it was worth by our friends, the radical cena 

I am sure that our English friends of the Ambulant 
school will find this solution and this technique a great 
improvement and will thank us for our suggestions, rather 
than feel resentment for our criticism. An intelligent 
trial will at least enable them to judge for themselves. 

I especially wish to mention Morley’s eighth chapter 
on the pathological effects of injection. It is an interesting 
explanation of thrombosis but in another edition it may be 
omitted entirely for we never have any stories like this to 
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tell. We need riot be in such haste to cure in a few treat- 
ments. If six, eight or ten treatments is the average, why 
is an average of two or four any better, especially at the 
expense of these complications ? 

In another place where I have discussed pain after 
treatment.I may have failed to make clear the importance 
of learning just what the complaint is all about. Now and 
then a case will tell about being “‘very sore,” etc., and upon 
careful examination you will discover a tiny fissure has ap- 
peared. This is more likely to happen with cases in which 
there is a mild pruritus or pruritus tendency. Such a com- 
plication reflects no discredit on your treatment. You 
have only to treat the ulcer by proper applications, and 
when improved or healed, proceed with your hemorrhoids. 
I recall two or three such cases during the past year. The 
point is, do not allow the injection treatment to be blamed 
for complications that may be due to instrumentation when 
the anal mucosa is brittle and friable from other causes. 

I have been asked many times the cause of this un- 
usual complication. As already stated these cracks or 
fissures occur in those cases with a tendency toward pru- 
ritus ani. No doubt when the connective tissue contracts 
and the whole mucous wall of the rectum becomes firmer, 
there is a new adjustment in the action of the sphincters, 
levator ani and other muscles. It is quite possible the 
phenol adds a brittleness to the pruritic mucosa. 

Of late years I have but seldom had these fissures ap- 
pear. I try to inspect each patient carefully, and where 
this pruritus ani tendency is present, I use slower and 
gentler treatment, that is, less of the P-O is injected. I 
would rather use ten or twenty treatments, where but four 
or five would be needed otherwise, than have my patient 
come back with discouragement and complaint because of 
this complication. 

For treatment see my chapter on fissure in ano. 


CHAPTER VI 


EXTERNAL PILES 


HERE is in reality but one type of true external pile, 

which may be quite properly termed the thrombotic. 
It is nothing but a distended portion of the vein, in which 
a blood clot has formed. There is seldom more than one 
at a time, and it may vary in size from % to ¥% inch in 
diameter. The diagnosis is easy both by inspection and 
palpation. The history is usually an ‘‘attack of piles” 
after straining. The Ambulant method is employed for 
this condition, as a rule, by all rectal surgeons. The pro- 
cedure is simple. For many years I have used the incision 
method for the smaller type, but now and then one is large 
enough to make a neat excision. 

After proper cleansing by your favorite method inject 
the skin over tumor with % per cent. Butyn. One-eighth 
to one-fourth per cent. is amply strong for all injection 
use. Butyn, in my opinion, is the best local we have had 
as yet. It is prepared by the Abbott/Laboratories, Chi- 
cago, and by reading their literature you may learn all 
about it. It has always made good all claims for it, and in 
my hands, I have found it efficient, safe and easily pre- 
pared. 

Now make your incision radiating from anal orifice, 
and large enough to allow the clot to come out, with slight 
pressure. Some times this is accomplished by inserting 
the lubricated finger into the anal canal, but at other times 
the handle of your bistoury or back of a proper sized 
curette will serve your purpose very well. 

If the clot is large enough to make it possible I pack 
the cavity with a bit of antiseptic gauze, but it is rarely 
necessary. Should the clot form again, it is easy to expel 
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it as you did the first. I do not recall many instances of 
having to do this more than once. If the whole is excised 
it requires a little longer to heal, but may save other com- 
plications. Dress now in your favorite way, small pad 
and T-cloth bandage. Every clinician develops his own 
favorite methods and usages in such details. I will not 
try to force my notions upon you. 

By the excision technique we are supposed to remove 
the clot and its adventitious envelope or sac without 
rupture. This makes a neat test of skill, and my friend 
Albright delights in it. If you want the detail of tech- 
nique you will find it in his Rectal Clinic book, patient No. 
4. If the clot forms a second time, the sac can be pulled 
out in toto with forceps or hemostat. Itis good technic 
to remove the sac at the same time as the clot. 

In my experience we seldom have these thrombotic 
piles large enough to make the excision necessary or prac- 
tical. I never make any psychic play. I do what I think 
necessary, and do it as quickly and with as few motions 
as possible. I have no fault to find with those operators 
who do some “grand stand” work, for it may carry weight 
with people and make fees come more freely. 

The cutaneous form of external piles are not piles, as 
most people and many physicians seem to think. These 
skin tags are easily removed if your patient’s esthetic 
taste demands it. The part can be more easily laundered 
and better hygienic measures applied, if the tags are re- 
moved. I always do it, with or without extra fee as the 
case may be. The technique is as easy as for the throm- 
botic pile. Only now and then in very large tags do I use 
suture. Ambulant Proctology does very little suturing. 


1 Note:—All thrombotic tumors should be excised, leaving a smooth 
surface; nothing to pack. In this way only can refilling or recurrence be 
‘prevented. Sutures—never bring the edges of the skin together after 
removal of tabs. Tie an artery if needed, but dress flat and heal by gran- 
ulation.—Albright. 


CHAPTER) VIb 


THE EXCISION OF HEMORRHOIDS | 
IN Ee every writer of texts on Rectal Diseases 


gives his own method and technique for excision of 
hemorrhoids. I have used the linear excision with suture 
method more than any other, yet I realize that every op- 
erator is inclined to favor whatever plan he uses most. 
Many of the methods so strongly advocated by the earlier 
rectal surgeons are now repudiated. 

Rarely will you have a case not suited to your regular 
injection method, but when you do, you may send him 
to the hospital surgeon, or you may make it an ambulant 
case by the linear excision method for one or two piles 
at a sitting—one preferably. 

Some of the methods used by our best rectal surgeons 
may be adapted to ambulant work. This is particularly 
true of irreducible internal hemorrhoids and fistula. For 
the latter the ambulant method is many times more as- 
sured of success, as I have shown in my chapters on that 
subject. 

When internal hemorrhoids have been carried outside 
the sphincters so long that the mucous membrane becomes 
hypertrophied and the interstitial tissue greatly thick- 
ened, they do not respond as well to the. injection 
method. 

In some cases where the pile mass cannot be replaced, 
I do a divulsion under a general anesthesia. If the pile 
masses will then remain above the sphincters, some of 
those cases you thought unsuited may still be injected suc- 
cessfully. This not being practical, the piles may be re- 
moved one by one under local anesthesia. I use Butyn as 
described elsewhere. 

TT 
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Then the selected pile mass is caught up, pulled out- 
ward firmly and excised, with scissors pointing toward 
the anal orifice. There will be some spurting of blood 
perhaps from the several vessels, but you can, as a rule, 

catch up each point needing ligature. 

The wound margins can now be adjusted by proper 
trimming, and closed with several separate stitches of ten- 
day chromicized gut, or by the familiar continuous lock- 
stitch. Most ambulant method men prefer not to use 
sutures at all, because so frequently infected. 

If, as often happens, stitch abscesses appear, the 
sutures may be cut and drainage established. Proper care 
of the part usually prevents such complications. 

Of late I am using less of stitching and more of 
cautery. The properly selected clamp used on piles so 
long protruded that they are not reducible will enable you 
to excise them one by one very successfully. Using the 
modern electric cautery, no bleeding need occur. I am 
constantly treating these cases ambulantly. _ 

If you have a case that seems to require excision, your 
later texts on rectal surgery will give you a variety of 
methods suitable for ambulant work. You are, however, 
quite likely to be as busy as you care to be with your regu- 
lar work. Your friendly surgeon will be glad to have 
these exceptional cases sent to him. One such case when 
excision is employed will give you more trouble for less fee 
and appreciation than several of the usual type. 


___ It is publicity you seek. In my smaller sphere I have sought 
it. My capital is the fact that for miles around everybody knows 
“old Doc Betterman.”—Dr. BETTERMAN. 


CHAPTER VIII 
FISTULA 


E come now to a class of cases the treatment of 

which by the Ambulant Method brings us many 
brilliant cures, much praise and gratitude, and close to 
100% of success. I refer to anorectal fistula, the natural 
offspring of periproctitis,—which term may well cover all 
abscess conditions of the rectal region, whether it is peri- 
anal, ischiorectal, perirectal or pelvirectal, it matters not. 
In spite of the fact that I have quoted one active proctolo- 
gist who admits radical surgery does not cure more than 
50%, still the average doctor is fully disconcerted by a 
case of fistula, rushing the patient to the hospital for op- 
eration, and seldom does one anticipate fistula when con- 
sulted to open a perirectal abscess. 

The statement made that any “piecemeal, on the in- 
stallment plan” of incising fistula is the cause of failure, I 
wish to dispute and deny at the very opening page of this 
discussion. I think most Ambulant men—it is the patient, 
as well as the doctor, who walks !—will agree with me that 
fractional incision is the cardinal principle of our treat- 
ment. Gant and others who condemn it do so, either be- 
cause they do not care to be bothered with the course of 
weekly treatments when as large a fee can be earned in a 
few minutes by the radical operation, the after care falling 
to the lot of nurse or family, or they do not really under- 
stand how much more rational and successful it is than 
even that artistic piece of work termed fistulectomy. 

I have no place in this brief epitome for a study of all 
those other esthetic methods, such as the elastic ligature, 
setons, crushing, thermo-cautery or the left-over of the 
Inquisition period, the écraseur. Incision is now the gen- 
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eral operation of choice since such infected sinuses will 
heal only ‘‘from the bottom out.” 

This is the cardinal principle, whether one employs 
the Ambulant Treatment or the radical one. If the sinus 
is short, and you chose to do so, you may do the whole 
job at one treatment under local, %% Butyn. Some 
radical operators recognize the value of the Ambulant 
Method for short fistula, but insist that all should be 
opened out entirely at one operation. 

I am sure most Ambulant Method Proctologists will 
agree with me when I say the advantage of our method 
lies not so much in its economy of patient’s time and ex- 
pense as in the certainty of cure. On the other hand the 
radical operation is not more than 50% successful, as con- 
ceded, and the reason is, that not all of the sinus can be 
found at one operation. ‘The incision of the sinus by 
piecemeal plan offers a check gn the process because fail- 
ure to heal tells us a side branch or pocket has been missed. 

It is better for the patient to be slow, make a reason- 
ably long series of visits to your office, than to be sorry 
for failure and waste of time and money on the radical 
operation, which cures but one out of two as the rule. 
Is the welfare of those who are not cured of no consid- 
eration to the radical proctologist? We hold it is better 
tobe slow and sure, than too swift and sorry! 

I am assuming that you are well acquainted with the 
various types of fistula. Every text tells about the com- 
plete, incomplete, etc. All this bunk is for class room 
consumption. Your concern is where does this infected 
pus-discharging channel, canal or sinus, whatever you 
choose to call it, begin and end? Has it any branches, 
pockets or abscess cavities, in the process of seeking other 
outlets to the surface? 

In my Apostrophe to AXsculapius at the front of this 


1See Gant—1923 Ed., Vol. 1, p. 314. 
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book I said something about the part rectal disease has 
played in world history. Fistula has had a leading réle. 
As our old German professor used to say: “Gentlemen, 
dese diseases as such, does not hesitate nor is dey ashamed 
to attack de rich or de poor!” 

When Emperor Tiberius Cesar, King Henry V, of 
England, or Louis XIV of France, each in his own time 
suffered from fistula, the trouble came into public notice, 
and grew popular, so to speak. Gant relates how M. 
Felix made a successful incision and received a neat fee 
of $73,500 for curing the “‘king’s distemper.” 

All things have a beginning and an end, sooner or 
later. There is nothing constant but change, and a fistula 
is always doing something. If not cured it will eventually 
carry off the patient by tubercular involvement of spinal 
cord, or some other end product of an infectious process. 

You will meet cases of all sorts and types—no two 
alike—with now and then one of the “‘too late” class or 
one involving the bladder, vagina or some part out of all 
possible reach by the Ambulant Method or any method 
for that matter. You will meet others who have been 
operated by the radical surgeon who seemed to remember 
that old refrain: 

“Tf at first you don’t succeed, 
Try, try again.” 

For I have had them come to me after five or six ef- 
forts by the slap-dash plan of hospital operation. 

Whether these are curable or not depends upon the 
nature of each case. I can show many case reports of 
cures even after all these radical efforts had failed. 

In all fistula cases we have need of a great variety of 
small instruments. Aside from your speculums and 
’scopes as mentioned in other chapters, you need plenty 
of flexible or easily bent silver probes. While I am on 
this probe subject let me add that the handle most manu- 
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facturers add to these probes is useless and a hindrance. 
I always cut them off. The slit end probe is often useful, 
but it belongs to the elastic-ligature-period. I sometimes 
have need of the eye-end for putting in a drainage. You 
will not find aluminum, nickel plated copper or any sub- 
stitute as good as old solid silver probes. This of course 
applies also to canulae and other flexible pipes. Have 
plenty of the Luer or screw-end canulae, easily attached to 
any of your syringes. Plenty of extensions and adapters 
are time savers and necessary. You can easily curve your 
own extensions to your liking if you will introduce the 
proper sized wire to protect the lumen. 

As to syringes, have plenty of all sorts and sizes. 
You will find none better than the glass barrel 8 or 10 c.c. 
size, equipped with extension and needle for your hem- 
orrhoid work. It is your most important tool next to your 
Brinkerhoff speculum. I once thought I had a brilliant 
idea, viz.: to use a short large capacity 30 c.c. syringe, 
and thus save the trouble of filling so often. So I in- 
vested ten dollars in a pair of them. ‘Trial proved that 
the amount of solution in a short chamber was elastic 
enough to make its expulsion very difficult. These 
syringes are for sale cheap! I use them now and then 
for irrigating solutions. 

I prefer glass for the chambers of all syringes as I 
can then see what I am doing and using. This is one 
great advantage of Albright’s glass tube idea for ointment 
injection—you have your eye on your work. 

As to scissors, directors and knives, your own expe- 
rience and ideas will guide you in your selection. Those 
probe-pointed scissors are very handy at times. I have 
them large and small, with long and very short probe- 
ends.? A tool I use as much as any is a pair of Mayo scis- 


_ .*Most of the instruments I use may be seen as illustrated by inserts 
in the latter part of the book.—C, E. B. 
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sors, the very blunt point on one blade I have made much 
smaller. With this I can follow the smallest channel and 
snip right up to the desired point, a circumstance in which 
your probe-point would not do well at all. A small probe 
pointed scissor of my own design, with very short probe, 
does very well. 

This same objection may be offered for the probe- 
pointed director. I like both curved and straight direc- 
tors, with and without probe ends. 

As to knives you will have a dozen or two of all sorts, 
but as years go by you will have less and less use for them. 
The development of your own technique rests with you, 
and that will be yours alone. No one can teach you, and 
you will not adopt more than the general principles of 
another man’s art. The efficiency, expediency and cer- 
tainty of the technique, as well as intuition and original- 
ity, is what makes the difference in physicians, surgeons, 
proctologists, or what not; it is what makes one a hand- 
to-mouth-bare-living income and the other a five or six 
figure man, able in the decline of life to establish funds 
and foundations! 

What is that silk-purse-and-sow’s ear saying? Mine 
is: You can’t make a purse out of silk or anything else 
unless you have the tools and know how to use them. 
Don’t be skimpy and parsimonious about your investment 
in your working kit. Just out of curiosity I have this mo- 
ment counted my tools on two tables and there are more 
than one hundred items laid out waiting for the next pa- 
tient whose treatment may need some part of them. A 
large instrument case has many more, some relics of my 
emergency hospital and general surgery days. 

Many of my nose and throat tools came handy for rec- 
tal work. Some of the forceps are useful; the snipping 
tools are handy for hypertrophied papillae and benign 
growths. The mechanical side of Ambulant Method 
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Proctology is as important as the mechanical side of gen- 
eral surgery. It has always been a wonder to me that 
many doctors who can scarcely drive a nail, imagine a 
four years course in medical college will make skillful op- 
erators of them. 

This digression may as well find place here as any- 
where for it had to be disposed of sooner or later! 

Taking up the discussion again where we left it, be- 
cause of neglect and often poor quality of food, we find 
more poor people with fistula than the well-to-do, espe- 
cially more colored people. One of my master-pieces was 
on a colored boy, some ten years ago, the total length of 
all sinuses exceeding fourteen inches. 

I assume you have your diagnosis made, and you have 
traced out as best you can the one or more tracts of fis- 
tulous channel. You have decided at which opening to 
begin if there is more than one. The little ball-like tumor 
so often seen at the distal end, especially in direct and com- 
plete fistule, should be removed as one of the first steps. 

Under your local, % Butyn, it is easy to make your 
work entirely painless. I often catch hold of these little 
balls or ball-end of the sinus with a small sharp tooth 
forcep and under moderate traction, snip off the whole 
thing with one cut of the curved scissors. I have now 
the opening at the bottom of a small pit instead of at the 
top of a mound. 

You can then proceed to lay open your sinus to what- 
ever distance you feel justified for the first step of your 
treatment. The distance you open out at each step will 
depend upon your own ability, the patient’s nervous con- 
dition, his mental attitude and general health, as well as 
your business relation with him. 

It happens very often that your fees will be paid by 
the installment plan, and it is a good policy to synchronize 
your work with the payments. To my loss I have some- 
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times traveled faster. I regret to confess that industrial 
people are great shifters, and your cured patient may 
have a new job many miles away, still owing you half the 
agreed fee, and saying, ‘‘Oh, well, I’ve paid that old doc 
enough as it is.” 

On the average of once a week I make these incision 
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steps. Some may heal faster than others, so that five day“ greveteose 


intervals will be about right, while ten days will be better 
suited to the exceptional one of lower vitality. 

Refusal to heal usually means_a missed branch_or *4e 
pocket wh which is is now your next. consideration. Your fingers 
will soon learn to trace out these sinuses because of the 
ridges or lumps easily felt and interpreted by the experi- 
enced touch. Do not think touch always refers to the 
financial side! 

This may be a good place to mention the subject of 
the touch. I do not use this item in any economic sense, 
as I assume you need no instruction about the business 
part of this work! I have had something to say about 
salesmanship elsewhere, which may be a new departure 
for a medical book, since the medical profession is not 
supposed to be even the least concerned about the business 
side of its work. 

A highly developed sense of tactility is very valuable 
to any physician and surgeon and safe-openers, also, they 
say. The doctor, however, will not need to sand paper 
the cuticle off his finger ends. Cultivate not only the un- 
derstanding touch, but that sort of “laying on of hands” 
that soothes your patient and enhances his confidence. 
Have you a favorite barber whose touch is worth money? 

I recall a patient,—brain worker, keen-minded, and 
sensitive—who was under my treatment for hemorrhoids. 
A student assistant then with me, held up the right side 
for me. The assistant went out of the room, while my 
patient was preparing himself for departure. 
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“That doctor will never make a rectal man,” he 
said. 

“Why?” I asked. “He hasn’t got the right touch,” 
was his thought-suggesting reply. Have I the right touch? 
Every Ambulant method man must ask himself this ques- 
tion, for there lies his patient, not under anesthetic but 
wide awake with every nerve-end ready to carry a message 
to a brain that is often, especially at first, fearful and ap- 
prehensive. If your touch reassures, confirms trust and 
confidence, soothes those natural fears, ~ particularly 
awakened because you are working behind his s back, then 
ae eed aches, 
you have a valuable as asset. This is a psychic > disadvantage 
of rectal work—the line of approach is from behind, the 
blind side. I feel this digression well justified. I do not 
care to make a chapter of these hints, so I am dropping 
them all along through the book as something suggests 
them. The index will find each again, if you ever want 
a second reading. 

Now that your incision is made you are ready to make 
your dressing. I always instruct the patient how to make 
or have a good T-bandage of ample size of canton flannel, 
preferably, to protect the part under treatment from 
the outside world, and the clothing from discharges, 
blood or dressing material. Once upon a time I kept a 
stock of these for dispensing, but I gave up this idea, 
since, by the time of the war, it became quite expensive 
and it is more practical for each patient to suit and fit 
himself. 

I do not irrigate or curette very much. A gentle 
swabbing of that part of the sinus opened with the C.C.P. 
Co. or the I.B.Co. and a dusting powder—my favorite 
being Guiadol, made by The Columbus Phar. Co., Colum- 
bus, Ohio. It is a combination of iodine, bismuth and 
guaicol, the latter a creosote derivative of great value 
and made pure, 50 and 20%—the weakest being about 
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right. A little odor, but not like iodoform, may make it 
objectionable to some. The Abbotts have out a new picric 
acid and anesthesin dusting powder that seems to be 
good, 

If there is any packing to do, some of this worked in 
with the gauze strip is excellent. A gauze drainage, prop- 
erly inserted, seems to help direct the discharge away from 
the part opened, and it granulates rapidly, so that each 
week sees your distal end coming closer and closer t to the 
approximal one, or the starting point. 

I give the patient some of the powder or a small box 
of ointment to rub into the incision daily after it is thor- 
oughly washed with hot solution of the astringent anti- 
septic tablets mentioned in the chapter on pruritus ani. I 
also dispense my favorite tonic and blood alterative, the 
Tonic Arsenates and Nuclein (Abbott), the latter item 
increases the leucocytosis rapidly, aiding in cleaning up 
any infection. 

Here is a good place to say that I am quite at variance 
with some of my colleagues among the Ambulant Method 
Proctologists, for I believe in doing everything I can to 
improve my patient’s general condition and especially the 
digestive system. I would not, of course, undertake to 
treat, let us say, diabetes or nephritis, just because the 
patient under my care had a fistula. Some people 
expect your treatment for piles to cure ingrowing toe- 
nails, and the more you do for some, the more they 
expect. 

Find that practical happy medium and study the 
psychological aspect of every case as you treat his pos- 
terior one! 

I have sometimes thought I would like to write, ‘“Ad- 
ventures in Proctology,” and one of the stories would be 
my experience with Beck’s paste. I suppose proctology 
has had as many innovations foisted upon it as any other 
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department of medicine—some of these I mention herein. 
The story of Beck’s paste will make a good chapter in my 
Adventures. I did escape fistulectomy and the elastic 
ligature—by narrow margins! 

After one or more steps in your fractional incision 
treatment you come at last to the end stage and the ques- 
tion of the incision of one or both sphincters. It is sur- 
prising how general is the opinion that the separation of 
one or both these important muscles means fecal incon- 
tinence. If your case necessitates the division of the ex- 
ternal sphincter you may do so without fear, if you make 
two or three steps of it and cut the fibers fairly square 
across. Time and again when only a portion of the mus- 
cle is involved, I go directly through at one step. Recent- 
ly I had a case with the external opening near the anal 
verge which involved but a small portion of muscle and 
passed upward, submucous to the internal opening some 
three inches—almost in straight line. 

I mention this case because it had been treated by a 
physician once and twice a week for sixteen months, by 
injections, swabs and packs, all to no good result, except 
about one-hundred and fifty dollars wasted in futile efforts. 
The patient said the doctor advised against operation for 
fear of “loss of control” as she expressed it. The 
case was cured in four treatments, by ‘piece meal” 
incision. Sorbefacin was used as a rectal dressing in 
this case. 

It happens that in a large number of short, recent, 
direct and complete fistula, the internal opening is between 
the internal and external sphincters, in the line of depres- 
sion easily felt with the trained finger ends. Here the 
initial ulcer, cut or abrasion becomes, perchance, an in- 
fected pocket; pus begins to burrow outward along the line 
of least resistance, to form an abscess at the integument— 
so that abscess is the result of fistula—not the cause as 
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Hill® asserts. Now that you have this excellent little 
book in your hand, turn to page 124 and read an apology 
for the failure of the radical incision method, that suc- 
ceeds in but 50% of cases:—Non-healing of the Wound 
—This may be attributed to one or more of the following 
five causes: 


“1. *At operation some tract or pocket has been 
overlooked. ‘This is one of the most common causes and 
when, in the after-treatment, such a sinus has been found to 
exist, the only remedy is a second operation and the sooner 
this is done the better, for the wound will not heal as long 
as such a sinus remains. 

“2. Another common catise for poor operative results at 
the hands of one inexperienced with fistula cases is the fail- 
ure to plan the operation so as to secure sufficient drainage. 
The outer part of the wound heals before the deeper sinuses 
have been filled in with healthy granulation tissue. 

“3. The wound is not inspected frequently enough and 
bridging takes place with the formation of a sinus. When 
such sinuses are found, they should be cut through at once. 
Bridging is prevented, however, when the wound is dressed 
daily. 

“4. Very often fistulae are packed too tightly. On 
several occasions I have had cases brought to me because of 
delayed healing, when all that was necessary was to instruct 


end 
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the attendant to discontinue packing the wound. It is a great. AFRy 


mistake to do any packing after two or three weeks in an 
fistula. About all that is necessary is to keep the Sire 
clean and apply a little vaseline as a protective. 

“5. Serious constitutional diseases, such as tuberculosis, 
diabetes, etc., are sometimes responsible for slow healing, but 
in the vast majority of instances the cause is inadequate oper- 
ation or unskillful after-treatment.” 


After all is not this confession the best of argument 
for the Ambulant Method? Why submit your patient 
to such risk and loss of time, when the more conservative 
method keeps him on his feet and about his usual tasks, 
with close to 100% success? 


3Hill’s Manual, 1923, p. 98. 
4 The italics are mine.—C. E. B. 
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The last step through the usual and typical fistula 
changes that portion into a quickly healed fissure, but with 
no handicap of sphincter spasticity. In making this last 
step, I know of no technique better than that of Albright, 
so well described in his 1923 book,® as illustrated by 
cases No. 16, 20, 24 and 30. 

When the sphincter is to be divided it is best to make 
two or three steps of it, allowing each portion to heal 
before the next is cut. Here your large-sized Brinkerhoff 
is your best tool for the last steps, especially if you are 
using a director and knife. I often examine with the 
speculum, remove it and go right through with the probe- 
point scissors. 

You will learn to do your work alone, and having 
but two hands you will simplify your technique, reduce the 
number of your tools to the minimum and perform your 
tasks without lost motion. A doctor that fuddles and 
fumbles never succeeds. All this is a part of that “touch” 
I have before mentioned. 

I neglected to mention in the chapter on hemorrhoids, 
the matter of lubricating your instruments for examina- 
tion. I used for many years the various gelatinous lubri- 
cant concoctions offered by various manufacturers, but I 
have never found anything better than ordinary cooking 
fats, lard or its substitutes, Crisco, Cottolene, etc. The 
Wesson or Mazola oil is good also. A jar of the oil on 
your stand, into which you can dip your speculums and 
*scopes prepares them for use in one motion. I like the 
solid Crisco very well and since your first step in all ex- 
aminations is the use of the finger, some may be applied to 
the anus. It makes a very successful lubricant. This is 
another of Albright’s ideas, if I remember correctly. 


5 Clinic Demonstrating the Ambulant Technique in Rectal Diseases, 
by J. D. Albright M.D., Philadelphia. 
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Now we come to those cases where the internal open- 
ing is above both sphincters, or when for any reason you 
desire to avoid dividing the sphincters. It is well to give 
your case the benefit of the doubt, by trying out the 
moderate curette and pack plan. I have healed many in 
this way, after the external opening had been brought up 
to the anal verge. You may not have considered this a 
geometrical problem, but it is, since it employs that old 
axiom: The straight line is the shortest distance between 
two points! 

It might be stated with a fair degree of truth that 
fistula may be likened to a funnel with the little end down. 
Your problem is to reverse this funnel and make the big 
end down. 

During the past year or more I have been com- 
bining with the Vegoil rectal ointment 50% pure 
Guaiodol, now called Vegol-Guidol (Blanchard), and 
made by the Columbus Phar. Co. This makes an excel- 
lent packing for those fistule usually classed as external 
blind. The Iodized Dionol is likewise very good for 
these cases. 

Your first task, as said, is to change ends with your 
funnel. 

Drainage. and treatment are then é¢asy. Clean 
out the channel by gentle curette, swab if you wish with 
the C. C. P. Co. Then soak your strip of gauze with 
the acidulated enzymol solution or the ointments just 
mentioned, and pack the sinus lightly to the very upper 
end if possible. Patient is told to cut off a small portion 
each day as it works out or is pushed out by granulation. 
I have had splendid results of late in some cases, in which 
further incision seemed impractical, particularly in a few 
cases that had had from one to five unsuccessful radical 
operations. 
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If the internal opening can be seen through speculum 
or proctoscope, its granulation may be stimulated by cur- 
ette and swab application, when the sinus is packed up 
to it. 

In a recent case of recto-vaginal fistula, the sinus was 
laid open along vaginal wall and healed up to the point 
where it turned directly into the rectum. This short chan- 
nel was cleaned out thoroughly and closed with a couple 
of 10-day stitches from the vaginal side. This case was 
entirely satisfactory. 

Those cases where the internal opening is above the 
internal sphincter are so few we are seldom called upon 
to solve this question—about two or three cases in one 
hundred, is my experience. You may have blind tracts run- 
ning high up, or almost anywhere out under the integu- 
ment. As a rule the technique already given closes these 
promptly. 

Now and then a case may baffle all the skill you can 
command, until you proceed to divide both sphincters. 
Some of these cases belong to the radical rectal surgeon’s 
field and may wisely be referred to him, especially when 
so much and so deep the involvement, that it is entirely 
deplorable and not suitable for the Ambulant Method. 

Thus far we have been considering uncomplicated fis- 
tula of the usual type, that will make up 95% of your 
cases. I have mentioned one case of recto-vaginal fistula, 
in which I found the sinus lined with a calcareous pipe. 
Each of these presents its own mechanical or surgical 
problem. The chief concern is to open up, clean up, 
freshen up each step, until it will heal by granulation, and 
the skillful placing of sutures where needed. You will 
find a ready disposition to heal in the vaginal region and 
the part is easily protected by dressings and packs. Fistula 
may occur in both sexes in various other lines, recto- 
urethral or recto-vesical, etc., but these are rare and need 


FISTULA 93 


no discussion here, since these cases need the general sur- 
geon. 

Now and then you will meet a case of tubercular fis- 
tula, and this may be, like rectal ulcers, primary or sec- 
ondary to lung involvement. It is easy to recognize these 
cases from the character of the discharge, it being watery, 
cheesy, etc., as well as from the nature of the sinuses, 
which are apt to be larger, often. with cavities, and with 
larger or ulcerated openings, irregular, undermined or 
ragged edges, often bluish in color and not sensitive. The 
discharge has a peculiar and offensive odor.°® 

The differential diagnosis may be made on other gen- 
eral clinical data, or the discharge or scrapings may be 
examined for tubercle bacilli. 

Unless the degree of involvement or the patient’s gen- 
eral condition contra-indicates, I treat these cases like any 
other, by incision, under the Ambulant Method. I some- 
times use a little different supplementary treatment. Bal- 
sam Peru seems to act favorably when used for swab or 
gauze packs. If by chance the fistula is secondary to pul- 
monary involvement cure of the fistula cuts off the source 
of waste and adds greatly to the patient’s chances for 
recovery under the internist’s care. In all cases the gen- 
eral condition should be improved by suitable medical 
treatment and hygienic management. 

To recapitulate: 

Diagnose and treat each fistula case as a special prob- 
lem. Adapt your general principles to each case. 

Incision is always the method of choice, always Am- 
bulant and if needed fractional, or “piecemeal!” 

If direct and complete, the larger numberof cases will 
require the division of all or a portion of the external 
sphincter, which, if properly done, does not offer the 
hazard of incontinence. 


6 Similar to that of boiling spoiled salt beef.—J. D. A. 
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Evidence proves that the Ambulant Method offers a 
much higher percentage of cures’ than any other, because 
the healing of the sinus step by step offers check on side 
branches and pockets which may be present. 

The economic appeal of the Ambulant Method needs 
no elucidation or elaboration. 

As a final bit of advice allow me to close our discus- 
sion of this very common rectal disease with the statement 
that should your last step of what you assume to be an 
external blind, does not close, it is fairly conclusive evi- 
dence that you are mistaken in your diagnosis. The fistula 
has an internal opening which you have missed. Tempor- 
ize with it no longer. Find that opening and proceed to 
incise it through as elsewhere advised when dealing with 
one or both sphincters. 

The use of some black or dark colored ointment will 
aid you in establishing the fact of an internal opening. 
The Iodized Dionol is very useful in tracing out a channel 
that baffles a probe no matter how skillfully used. 

Ambulant Proctology scores some of its greatest suc- 
cesses with fistula cases. 


795%—at least.—J. D. A. 


To me it is not a sad fact, yet I have not hypnotized myself 
into a mental comatose, wherein one banks on dreams. If my 
final dissolution ends forever my conscious individuality, that is 
well and good. I shall not be conscious of my loss. While, on 
the other hand, if the churches are right, and, in spite of no rea- 
sonable evidence to substantiate their faith, I do awake in some 
other world to find your blessed mother joyously awaiting me, 
and where we in turn will wait for you and other loved ones, I 
admit it will be the most wonderful surprise party I ever attended. 
—Dr. BETTERMAN. 


CHAPTER 1X 


FISSURE IN ANO 


Bee is no disease of the ano-rectal region that 

yields more quickly to the proper treatment than anal 
fissure, and none for which a grateful patron will more 
freely and generously reward the physician who effects 
the cure. 

Fissure in ano, “painful ulcer” or by whatever cogno- 
men you chose to call it, is quite common, especially among 
those suffering from general acidosis.1_ Under such con- 
dition a slight traumatism—cut, scratch, or scrape from 
any foreign body in the fecal mass, may be the focus for 
the ulcer to start. Anal, or as some prefer, rectal pockets, 
—Morgagni’s crypts—distended and inflamed, as well as 
infected, may cause a superficial channel to form which 
eventually breaks down, leaving the open ulcer along the 
whole length of the anal canal. This is one of those ulcers 
about which it may be said that it is insistent and per- 
sistent as well as aggressive, and the victim of such a 
fissure will tell you that it is sometimes clamorous, espe- 
cially after defecation! These occur usually in the poste- 
rior median line. 

The pain and irritation caused by such ulcers set up a 
long chain of reflex symptoms, such as nausea, asthma, 
cough, nerve tension and exhaustion, etc. Dread of de- 
fecation makes delay quite natural. Delay makes evacua- 
tion all the more difficult and the after pain harder to 


1 Note:—A great deal of theory spinning may be done to connect up 
fissure in ano with proctitis and proctocolitis, etc. It is quite possible 
mucous channels that become infected may break down and slough away 
to form the ulcer. In another portion of this book this matter is discussed 
more at length.—C. E. B. 
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bear. The most important reflex with which we have to 
deal is that of the spasmodic contractions of the sphincters, 
especially the internal, which is, as you know, controlled 
by the sympathetic system. One rarely sees a fissue in ano 
of any duration without finding this contraction present. 
It may be present without fissure, which again is another 
story. 

Here is a good place to mention the man who invented 
those rectal plugs so generally vended over drug counters. 
Their proper use may do certain nervous types who need 
psycho-suggestion a world of good, but they will not cure 
fissure in ano any more than they will piles, ingrowing toe 
nails, or the mumps! And what person with painful ulcer 
would have the fortitude to use them? 

Without further comment on the etiology and symp- 
toms of fissure in ano, let us proceed to treatment. One 
word tells the story—Divulsion. Turn now to your texts 
on surgery and proctology and you will find all manner. 
of surgical treatment offered. None of these, excision, 
deep incision, even to the extent of cutting one or both 
sphincters, cauterization, etc., is of interest to you as a 
practician of Ambulant Proctology. No radical surgical 
operation can offer as high a percentage of cure as simple 
divulsion and in many cases the after results of knife 
play are catastrophic! For example, examine one with 
incontinence following the radical procedure. 

The purpose of divulsion is to relieve the tightness 
of the sphincters, since this condition prevents the proper 
circulation of blood to the ulcerated part, causing a con- 
tinuous irritation and for this reason it does not and can- 
not heal. It is quite the same, to illustrate, as if you were 
to bandage an injured finger so tightly that no blood could 
reach the wound to mend it. Divulsion, so to speak, is 
taking off the tight bandage. Ask yourself or your sur- 
geon, why cut it, when the safer way is the surer way? 
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There is only one way to perform this simple opera- 
tion, and that is under a general anesthetic with properly 
trained fingers guided by a mind familiar with rectal con- 
ditions. 

Any sort of instrument,—cone, dilating speculums or 
what not,—is a dangerous and foolish thing to employ. 
Dangerous because permanent injury may follow with 
incontinence, and foolish because no better tools can be 
made for this job than the fingers, (not thumbs) and this 
in spite of Dr. Gant and others to the contrary. 

When attended with fissure some bleeding is noticed, 
but showing of blood has nothing to do with the opera- 
tion, no matter who to the contrary. It would be silly 
to divulse until blood appeared where no fissure was pres- 
ent, making that an index of the proper amount of di- 
lation. 

A fairly good rule is to make such dilation with two 
or more fingers,” properly rotated in the anal canal, so as 
to cause the muscles to relax and stay open moderately, 
and patulous while patient is still under the anesthetic. 
Upon return of consciousness, when the work is rightly 
done, the muscles should and will close, with normal de- 
gree of contraction. 

We have need here of only a very short period of 
anesthesia, and one requiring but little preparation of 
patient, also one that will not cause nausea or other un- 
pleasant after results. 

Nitrous oxide with oxygen in the hands of a com- 
petent anesthetist, with a modern apparatus, is ideal. How- 


2 Note:—Many operators never learn the possibilities for good that a 
properly done divulsion offers. This is because they use thumbs instead 
of fingers. Thumbs are too short to reach the internal sphincters effectively. 
If long enough they are too big.—Albright. 

Yes, but more important still is the fact that the thumbs have not the 
same tactual alertness as the fingers, especially the index fingers. With 
trained fingers the operators knows when he has done his work well.— 
C. E. B. 
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ever, I have found ethyl chloride equally satisfactory and 
have used it many times, administered with the ordinary 
chloroform mask. Giving it now for more than twenty 
years, I have never had a bad result, no alarming com- 
plications, to say nothing of death. 

Again and again I do divulsion under ethyl chloride 
anesthetic and all in five minutes. A few minutes to wash 
up, while your fissure case is getting his equilibrium estab- 
lished, and you are ready for the next patient. 

I usually insert a one-grain opium suppository, and 
give the patient two or more for further use if needed. 
The after treatment is simple. In uncomplicated cases 
only one or two after visits are necessary and these are 
more for examination than anything else. Using selected 
size of Brinkerhoff, I usually apply with swab a little I. 
B. Co. or the C. C. P. Co. with after dressing, of selected 
ointment—one I call Veg-ol, or our old friend Sorbefacin. 
Just recently I have been using a new combination of 
picric acid and an anesthetic in a suitable base as an oint- 
ment and as suppositories that seems to be useful applica- 
tion for painful ulcers of the anal canal. It is put out 
under the trade name of Butesin Picrate (Abbott). I 
have not used it long enough to pass judgment, but in 
several cases it has relieved pain and promoted healing 
quite satisfactorily. I pass it along to you for whatever 
it is worth. It matters little what is used, the ulcer is 
usually all healed within a week, and your patient has gone 
his way, singing your praises and calling you blessed. 

Not all fissures are uncomplicated. One case I recall 
to mind was treated by me some ten years ago. Here I 
found a polypus, attached by-a long pedicle, so that after 
each defecation the patient had to push this thumb-end- 
sized ball back into the rectum. This might not have been 
so bad, but Fate seemed to bear the man a vicious grudge 
for sticking out of the tumor was a small sharp spicula 
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of bone, that made those trips back and forth through 
the postern gate of his prima via anything but a joy 
forever! 

Here we had an extensive anal ulcer from constant 
traumatism, infected and painful beyond endurance. 
There was, however no marked spasticity, and the whole 
job was done under local, with a few after dressings. 

Now and then you have a case drift in with fissure 
complicated with superficial fistula. These are frequently 
tubercular, easily recognized by the shelving and under- 
mined edges of the ulcer, as well as by the peculiar watery, 
cheesy or milky discharge. Sometimes these case are not 
complicated with sphincteric tightness and need no divul- 
sion. All tubercular conditions must be treated as such, 
general and local, and require some time, some patience, 
and keen adaptation to the individual in hand. The fees 
for these cases are never easily earned. The gratitude of 
those cured is such as will warm the cockles of your heart! 

A little point I should not neglect to mention is the 
tongue shaped skin tag—usually termed sentinel pile, of- 
ten seen in fissure cases. The ulcer terminates at the mar- 
gin of this tag forming a pocket-like slit on its upper or 
inner surface. It will hasten the healing of the ulcer _if 
these skin tags are clipped off at the time of divulsion or_ 
later, under local of course, close to the muco-cutaneous 
line... rivet 

If a pus pocket, cryptitis—is discovered it is best to 
clip off the bag-like margin, and establish free drainage 
by opening freely any channel that is formed. “Cryp- 
tectomy”’ is a neat little operation, requiring but a moment. 

Of late I have been applying a pack of gauze soaked 
in the properly acidulated ‘Enzymol’ solution, made by 
Fairchilds Bros. & Foster, N. Y. C.. This applied once or 
twice seems to clean up the ulcer and to stimulate granv- 
lation. Wherever I feel the merit of any product justi- 
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fies, I am giving it due credit, freely and fully, “without 
money and without price.” I pass along to you good 
things my experience seems to verify, just as our cured 
patients tell the news of our service to their friends and 
neighbors. This firm makes the Peptogenic powder so 
useful to clean up necrotic tissue and furnish food for 
granulations and new skin anywhere. 

In the discussion of Hemorrhoids I have mentioned 
the complication that sometimes annoys both doctor and 
patient, the so called “phenol fissure.” Allow me to add 
a word here regarding this condition. 

It happens frequently that a degree of tightness will 
develop that prevents your treatment from accomplishing 
any good, just as in the usual chronic type of fissure in 
ano, and until you have divulsed your patient your pallia- 
tive efforts will only exhaust your patient’s confidence until 
you are quite likely to lose the case. The family doctor 
called, because of his lack of understanding and his bias, 
may do you no little harm, either knowingly or innocently. 

Do not temporize with these cases. If you find any 
degree of tightness proceed to divulse at once, and then 
your ulcer will heal promptly under the usual treatment, 
and you may then proceed with more caution to complete 
the treatment of the hemorrhoids. 

Ambulant Proctology rarely has use for incision, ex- 
cision or other surgical methods, often employed by radi- 
cal surgeons in anal fissure. 


CHAPTER X 


PRURITUS ANI 


E, come now to the consideration of a rectal disease 

or condition that has baffled the medical profession 
for generations and still continues to do so,—at least the 
larger portion of it. I refer to pruritus ani—(prurire) 
the Nemesis that dogs the footsteps of many rectal sur- 
geons and general practitioners. 

It is rather interesting to turn to texts on skin and 
rectal diseases and read the various opinions and theories. 
For example Stelwagon says: *“‘It (pruritus ani) is not 
infrequently associated with hemorrhoids.” Yet, I agree 
with Albright who says: “I never saw both conditions 
in the same patient—both well marked, remember. I 
often have patients with a little of both.” (Albright’s 
Clinical Report, p. 17.) During the past fifteen years I 
have treated scores—yes, several hundred pruritus cases 
in all stages, and I have never yet seen piles worth notic- 
ing in any of them. Allow me to add, however, that 
Stelwagon outlines a valuable medical and hygenic treat- 
ment quite in accord with what I have to say later in this 
chapter. 

Pruritus ani is considered by Albright as one of the 
three secondary symptoms of proctitis, the others being 
hemorrhoids and fissure. In his opinion its discussion has 
no place in a work on skin diseases. The etiology of proc- 
titis I have discussed in the chapter on that subject. 

The general prevalence of acidosis makes the several 
forms of erythema that follow in its wake quite common, 
but few physicians recognize eczema, psoriasis or pruritus 


1 Diseases of the Skin, by Henry W. Stelwagon, M.D., Ph.D., W. B. 
Saunders Co., 1923, p. 989. 
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as common results of a single cause—acidosis. It has 
therefore been the baffling problem of many dermatolo- 
gists and proctologists, and I suggest, as an interesting 
psychological study, the examination of the great variety 
of conflicting views. 

Some of you may think I am more or less facetious 
for one writing a serious treatise on rectal diseases, but 
listen to Dr. Cooke’: 


“Pruritus Ani is one of those well sounding expressions 
which in the past has served chiefly as a cloak for profes- 
sional ignorance. It is an easy matter and creates a good 
impression to meet the complaints of a tortured patient with 
a wise look and the glib assurance that he has pruritus ant. 
If the term were literally translated for him, however, the 
effect would scarcely be so pleasing. * * * If there is 
any one item of knowledge of which the average sufferer 
from this trouble is profoundly aware, it is that a certain 
particular portion of his anatomy itches!” 

Dr. Cooke recognizes intestinal fermentation* as one 
primary factor in the etiology of pruritus ani. (See 
page 100.) 

The surgical treatment offered by Cooke, and others 
as well, is of little interest to those who use the Ambulant 
Method. : 

Ball’s operation to cut off the nerves in order to stop 
the itching seems foolish and unnecessary to us. Likewise 
Gant’s “buttonhole operation” is too radical though ra- 
tional in that it establishes drainage, the first principle of 
success in treatment of pruritus ani. The principle of the 
treatment first employed by Jamison and later elaborated 
by Albright is fundamentally and finally drainage, thereby 
removing the acrid products of inflammation,—i.e. of 
proctitis. 

Dr. Hill agrees with Cooke that * ‘‘external hemor- 


? Cooke’s Diseases of Rectum and Anus—F. A. Davis Co., Phila. 1923, 
Prod, ci seg. 

3 Not true.—A. B. J. 

* Hill’s Manual of Proctology, 1923, Lea & Febiger, p. 205. 
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rhoids are more frequently the cause of pruritus than ® in- 
ternal ones,” but it is again the error of post hoc, ergo 
procter hoc, for a thrombotic pile may be an innocent by- 
stander who gets the blame for another’s crime! 

Just prior to the war, the late Dr. Murray of Syra- 
cuse, N. Y., awakened considerable interest and discus- 
sion among the members of the American Proctologic 
Society, by his papers on the etiology of pruritus ani. 
These were quite ultra-scientific with much to say about 
the opsonins for streptococcus being low, etc., coming at 
last to the conclusion that this infection is the true cause, 
and that a vaccine made from the culture of the offending 
germ offered our best hope of cure. 

We have not heard much about this since 1914, and it 
seems to be again more or less the error of trying to 
formulate a general law from a few instances, for as Gant 
observes, while some cases of pruritus ani become 
infected, and those so afflicted may be cured by autogenous 
vaccines, still this is not the primary cause of the itching. 
The streptococcus fecalis theory of Murray seems to have 
gained no general acceptance. 

Of all the theorizing about pruritus ani the following 
quotation from an article in Medical Council signed 
by Dr. D. V. Ireland of Columbus, Ohio, is the most revo- 


lutionary and startling: 


“After many years of observation and experience the 
writer has concluded that subcutaneous sinuses are the un- 
derlying cause of true pruritus. ‘These sinuses are the re- 
sult of a process of ulceration set up in the crypts of Mor- 
gagni and are very likely to be overlooked by those not fa- 
miliar with the condition. ‘The trained touch will often 
detect them ® when microscopic examination fails. The tip 
of the examining finger may find the opening into the sinus 


5 Nonsense.—A. B. J. 

6 The italics are mine. Since when did the microscope come into use 
in finding pruritus channels? Since when did ulceration lead to channels 
or sinuses that are not infected? ‘This is another snapshot theory.—C. E. B. 
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somewhere in the white line of Hilton, or detect the chan- 
neled tract of the sinus underneath the skin. In cases where- 
in the skin has not undergone too great organic changes one 
is sometimes able to note a faint purplish line on the sur- 
face which marks the course of the sinus or channel under- 
neath the skin. These sinuses differ from internal blind 
fistula in the fact that they are the result of a process of 
ulceration instead of abscess, as in the case in fistula. They 
present a grooved or troughlike sensation to the examining 
finger, while fistula is accompanied by a corded sense of 
touch along the tract of the sinus.” 

Above I said this is revolutionary. It is something 
new in pathology to have ulceration produce subcutaneous 
sinuses, which are different from blind fistula because the 
result of ulceration instead of abscess. I suppose this 
means that they are mucous channels instead of pus-form- 
ing fistula. To say that this sort of talk is nonsense is put- 
ting it very gently. In private conversation I would use 
stronger terms. 

Ireland has evidently snapped up Jamison’s idea that 
channels cause the pruritus—the itching. Both have the 
cart before the horse, for it is what the channels deliver 
to the region that causes the itching, and itching is a sign 
or symptom of pruritus ani, vulvae and scroti—or what 
may as well be called pruritus of the perineum. Montague 
is correct on this terminology. Acute attack of pruritus 
ani may set up burning and itching of acid irritation long 
before channels have formed. 

I made an effort to ascertain if Dr. Ireland still held 
this opinion but could get no response from him. I 
thought such an active teacher might have made further 
discoveries by this time, that would cause him to revise 
his theory. Most of us find this necessary. If I needed 
a prayer, I would pray: ‘Oh, Lord, keep me with an 
open mind. Bless me with a teachable spirit!” 

As long ago as 1901, Jamison published his studies of 
the local symptoms of what he calls chronic proctocolitis. 
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The following paragraphs, from a paper that appeared in 
“Health” (July, 1901), and from his book entitled ‘“In- 
testinal Ills,” published the same year, set forth his views: 


“As the chronic inflammation invades the mucous mem- 
brane and the underlying tissues of the anus and rectum, the 
escape of the acrid inflammatory products is prevented; and 
the imprisoned exudates destroy the areolar tissue, producing 
submucous, subtegumentary, supermuscular, muscular, peri- 
anal and rectal channels and cavities. 

“The mucous membrane of the anus and rectum is 
loosely attached to the subjacent parts by areolar or fatty 
tissue, which is sufficiently lax to allow normal expansion 
of the organs; and when in a puckered or contracted state 
the mucous membrane is thrown into folds, or both shallow 
and deep wrinkles at the junction of the rectum with the 
anal canal. The inflammatory exudates under the epithelial 
layer—also under the mucous membrane of the rectum—bur- 
row their way down under the epithelial layer and the mu- 
cous membrane of the anal canal, thence under the integu- 
ment about the anus, causing rugae, the first external symp- 
tom of proctocolitis. 

“Should numerous small and large ano-rectal submu- 
cous channels of varying length form early in the history 
of chronic proctitis, the sufferer is usually found to be more 
or less free from anal stricture and piles, or hemorrhoids, 
from the fact that the submucous channels have afforded an 
outlet to the acrid inflammatory products that would other- 
wise cause much more irritation of the anal sphincters and 
the lower portion of the rectum. The formation of many 
large and lengthy submucous and subtegumentary and super- 
muscular mucous channels also prevents to a great extent 
the development of skinny tabs, or sacs, around the anal vent. 
This is some compensation to the sufferer for the labor of 
scratching and for enduring the painful itching. Some are 
annoyed only from moisture, odor, bleeding or pain along 
a portion of the channel deeply penetrating the tissues of 
the buttocks, with more or less disturbance of the nervous 
system due to absorption of the acrid inflammatory exudates 
from the extensive mucous cavities and channels invading 
even the peri-rectal regions. Doctors and dentists are much 
alarmed about ulcerated teeth, and yet have no thought as 
to the great source of autotoxemia—chronic proctocolitis, 
accompanied with ulceration and induration and many other 
local and systemic symptoms. 
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“Frequently along the channel route the areolar tissue 
is of a light or dark mahogany color, and no channel may 
be traced to its end or its branches found as long as the tis- 
sues present a bruised, inflammed appearance. In some 
cases the inflammatory exudates have destroyed the areolar 
tissue under the skin at or near the anus, frequently to the 
extent of causing a hollow space or cavity. Frequently also 
shallow (and sometimes very deep) mucous channels inci- 
dentally become the seat of pus formation, and an abscess 
is the result, although this may only involve a section of a 
long and deep-seated mucous channel. ‘Those that are very 
shallow, the walls being friable and the anal muscles con- 
tracted, break open, and the laceration is called a fissure of 
the anus; or a little anal fistula may occur from the forma- 
tion of pus in the channel under the skin near the anus. 

“Chronic proctitis, mucous channels, fecal pressure at 
stool and constriction by the sphincter muscles are the causes 
that unite in producing pile or hemorrhoidal sacs, saculated 
mucous membrane, and sacs (skinny tabs) around the anal 
vent—also rugae spreading out from the anal orifice like an 
open fan. All these conditions proceed from an inflamma- 
tory invasion of the anus and rectum—usually in infancy, 
the result of wearing a septic diaper.” 

“The number and size of pile tumors depend on how 
much of the acrid inflammatory exudate is imprisoned by 
contraction of the sphincter muscles and the attending irri- 
tation in the tissues of what is termed the pile-bearing region. 
The proper treatment of piles® and the saculated mucous 
membrane aids very much in the cure of itching at the anal 
vent by destroying at the same time part of the channels in- 
volved in the pile structure, and in the ano-rectal mucous 
membrane—extending to the integument of the anus. 


7 This “septic diaper” theory has no experimental evidence to support 
it. None, to my knowledge has ever studied two groups of babies, one 
group with the good old fashioned square cloth device to catch the end 
waste product of infantile digestion, while the other group let the matter 
drop wheresoe’er it listeth! To me it is a jumped at explanation of 
“proctocolitis” the same old fost hoc, ergo proctor hoc, I have mentioned 
elsewhere. Not that I shall object to some more modern device than the 
good old arrangement mothers use to pin about the baby’s nether parts, 
yet you are not going to cause me to condemn a good old friend like that on 
mere guess work and flimsy evidence. Had it been charged with bow- 
legs or similar crimes, I might not have felt constrained to defend, but 
when the whole category of rectal ills is laid at the door of the long suf- 
fering diaper—it is too much! My sense of justice revolts!—C. E. B. 


Ns a we never see bad piles and severe pruritus at the same time.— 
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“Chronic inflammation, induration, epithelial ulceration, 
obstructed circulation, and congested arteries, veins, capil- 
laries and arterioles present a more or less varicose condition, 
which increases the size of the pile tumors or ano-rectal sacs. 
The mucous channels and cavities serve as reservoirs for 
exudates, especially when the chronic proctocolitis has be- 
come acute, engorging the outlets with its increased exudates, 
extending their length and depth into the neighboring tis- 
sues, and at the same time a portion exudes through the skin, 
causing it to become cicatricial and accompanied with in- 
tense itching, frequently over a large section of the buttocks, 
scrotum and vulva. Much is absorbed also into the system, 
causing an intense, irritable nervousness and great mental 
disturbance. A few inches of a mucous channel far from its 
origin may be the seat of the greatest disturbance from itch- 
ing or pain, and the sufferer and physician alike are usually 
unaware that the cause of the trouble is the chronic disease 
involving the tissues of the anus and rectum.” 


From a paper read by Dr. Jamison in 1918 and pub- 
lished in “The Interstate Medical Journal,” and from his 
book entitled “Intestinal Irrigation,” published in 1914, 
the following extracts are taken: 


“When chronic inflammation has penetrated the ano- 
rectal mucous membrane, and invades the connective or areo- 
lar tissues, the exudates destroy the delicate tissue (as would 
pus), forming submucous channels that find their way down 
into the connective and fatty tissue under the skin; thence 
its excursion extends in many directions, causing the tissues 
of the buttocks to resemble a honeycomb. Induration and 
swelling may occur along the route of a mucous channel 
and disappear—to develop again at some future time with 
formation of pus in a section of a channel or tube. 

“Continuous pressure of inflammatory exudates does not 
seemingly enter into the extension of the mucous channels; 
yet their course is quite straight and can be followed by 
using a probe slightly bent near the end, for six, ten or more 
inches in some cases. The pressure of the inflammatory 
exudates along the mucous channel is no doubt periodical, 
especially when the chronic inflammation becomes acute for 
several months, followed by a large amount of acrid exuda- 
tion, and is found in greater quantity upon the skin and 
mucous membrane of the rectum at the same time. 
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“The pressure of the inflammatory exudates extends the 
whole length of the mucous channels until they have had 
time to be absorbed into the system, when a halt occurs 
until another mucous flood ensues, causing a still further in- 
vasion of the more normal areolar tissue. In some cases 
exudation from the inflamed mucous channel alone may be 
sufficient to extend its length and cause itching of the skin 
along its course. The reader may think, as others have re- 
marked, that it is easy to ‘put a probe anywhere’ into the 
connective tissue. It is very easy to make the suggestion, 
but let them try it on a patient without using local or gen- 
eral anesthesia! 

“For the past three years a few proctologists have been 
trying to cure pruritus ani, scroti and vulva by vaccine 
treatment. Some good may come from their efforts to deter- 
mine the character of the chronic inflammatory exudates 
found in and upon the skin around and away from the anal 
vent. As long as they do not use a bistoury, as I did, they 
will think I have indulged a very vivid imagination during 
the past twenty-five years or more. 


“My diagnosis of pruritus ani, etc., having proved cor- 
rect, it was a very simple matter to devise the proper and 
effective treatment by the ambulant method for the primary 
and secondary symptoms of proctocolitis—a disease hither- 
to neglected through ignorance of its existence and its grav- 
ity, locally, bodily and mentally. 


“Ninety-eight per cent. of digestive troubles can be re- 
moved by the cure of chronic proctocolitis, of which chronic 
constipation is the primary cause—a protean monster with 
an endless train of ills in its wake. Added to this is the 
volume of noxious acrid mucous exudates that is absorbed 
into the system from a large diseased area of the lower 
bowels and neighboring tissues, which in some parts become 
cicatricial from long-continued burning, scalding, contract- 
ing and irritation, with pain torturing every nerve in the 
body and banishing both rest and sleep. ‘The exhausted 
mortal drags himself about, trying to be agreeable, all the 
while hoping and praying for relief; but fortunately he can 
be made well in both body and mind by the cure of the 
chronic proctocolitis and the consequent removal of its local 
symptoms.” 


I have made these liberal quotations from Jamison, 


who is, I believe, the first to arrive at the correct under- 
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standing of the etiology and pathology of pruritus ani, as 
well as its successful treatment. I am using the term 
pruritus in its true sense, and not to mean itching in the 
anal region from other causes, like eczema, threadworms, 
etc. I do not accept his “diaper theory,” however. 

Here and now may be as good a place and time as 
any for me to file and record my favorite protest against 
the very prevalent fallacy of making generalizations from 
isolated instances. It takes more than “‘two swallows to 
make a summer,” and more than a swallow-tailed coat 
to make a gentleman! 

°I have seen but few cases where pockets and chan- 
nels of any extent were present with the mahogany color 
Jamison and Albright mention, but I have seen scores of 
cases where the integument about the anus was under- 
mined, boggy, thrown into rugae and ridges, and these 
when properly drained, cleared up nicely. 

70 Murray’s generalization that all pruritus is caused 
by the infection streptococcus fecalis, has also proved er- 
roneous, and is an attempt at generalization from one 
class of cases only. 

There is, however, one condition always present in 
all cases viz: acidosis. Foreign acids to be disposed of, 
that cannot be excreted by the kidneys. Some years ago I 
contributed a paper to Clinical Medicine” on ‘“Autotox- 
emia and Acidosis” after a study of one thousand cases. 
It is to Jamison’s credit that he discovered the channels 
that are present in some cases, cavities and pockets little 
and big in nearly all, and the oozing acrid exudates in 


® Have not cut deep enough, especially i an the posterior raphe.—A. B. J. 

10 He is right as to what he found—A. B. 

11 Proctitis is the direct cause of mucous channels.—A B. J. 

Yes, but proctitis is caused by intestinal fermentation attended by 
putrefaction of proteid foods and the absorption of foreign acids and more 
or less ptomaines, This brings on acidosis, autotoxemia, enteritis, proc- 
titis, etc.—C. E. B. 

12 See American Journal of Clinical Medicine, June, 1913. 
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every case, but he seems to ignore the acidity of the 
bowel content as the prime cause of what he calls proc- 
tocolitis. . 

Now let us have the true picture: The skin about the 
anus is thickened, glistening, often reddened or browned, 
until it reminds one of our primate cousins of the zoo- 
gardens. ‘There is a constant moisture exuding from this 
unnatural skin, and your patient says he is always wet in 
that place. From the usual nightly round of scratching, 
rubbing and often tearing with nails, brushes or other 
handy utensils—I have had farmers tell of using corn- 
cobs—the skin is often abrased, excoriated and frequently 
infected. 

There is the usual history of acid stomach, flatulence 
and mucous discharge from the bowel. The story of 
nocturnal itching is repeated in every case. The family 
doctor has said it is incurable and he may be partly right 
if the case has been progressing for several years—I have 
been consulted by some of thirty years standing—at least 
it is more difficult and more expensive. 

Prognosis should be guarded. I do not care to take 
advanced cases except on the basis of a term treatment 
for two or three months. I do not care to treat cases for 
two or three years by any sort of internal bath schemes, 
as Jamison advocates. 

Here may be as good a place as any to mention Mon- 
tague’s very valuable handbook on pruritus.** Dr. Mon- 
tague has gone into the study of his subject very carefully 
as if writing an undergraduate thesis for degree honors, 
spinning some fine theories and quoting many others; still 
I find only partial recognition of intestinal fermentation 
with its attendant acidosis as an important factor in the 
etiology of pruritus ani. 


18 Pruritus of the Perineum, etc., by Joseph Franklin Montague, M.D., 
Paul B. Hoeber, Inc., Publisher, New York City, 1924. 
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This effort of Dr. Montague is quite likely to be recog- 
nized as a classic on this subject, yet it is more likely to 
be too ultra-scientific to prove helpful to the average gen- 
eral practitioner. It does not help much to know that 
careful search reveals 89 causes of pruritus recorded in 
literature! Very likely some of the 89 are at least partly 
right. 

He offers us his modification of Gant’s or Ball’s under- 
cutting procedure. All of these operations are designed 
to cut off the sensory nerve ends. Ambulant Method men 
will agree with me, I think, when I condemn these opera- 
tions as unnecessary, and too, when I say that any good 
that may come from them is due to the drainage, even 
though only partially established. The Ambulant Method 
is curative, while this undercutting is merely palliative, 
except for the drainage, just as injecting an anesthetic 
would be. 

The reader may test both this method and ours and 
judge for himself as to the results. To begin with, the 
Ambulant Method for pruritus ani must appeal to your 
reason. If we are correct in our claim that acidosis and 
acrid rectal content are the chief etiological factors, and if 
the absorption of these acrid exudates and their dripping, 
leaching or oozing through the integument causes the pru- 
ritus or itching, and if when long continued you are apt to 
find the Jamison channels, and if these channels are an 
important pathological feature of any well marked case 
of pruritus ani, you should be able to verify these claims 
by your own clinical study. I am confident that had Dr. 
Montague examined cases as faithfully as he examined 
the books, he would have written somewhat differently. 

The Ambulant surgical treatment is well adapted to 
all cases of pruritis. As said elsewhere, I favor nothing 
as radical as Ball’s carving or Gant’s buttonhole work. 
A middle ground course is better and even more success- 
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ful. Your incisions will depend upon the character and 
condition of each case. 

I usually select the median line, anterior or posterior, 
which ever site seems most involved, easily determined by 
trained fingers using % 9% Butyn for local anesthesia; the 
proper opening may be made, the channels traced out if 
any are present, and the pockets or cavities, if present, 
swabbed out, the drainage inserted, without any pain or 
discomfort to the patient. I never try to irrigate the chan- 
nels. First, because impractical and second, unnecessary. 

1*By palpation you can easily select the spot needing 
your first opening. I usually make but one opening in 
what seems to be the most involved point, yet if the case 
needs it two may be made and not overstep the ambulant 
line. Two outlets for drainage are better than one, espe- 
cially if anything more than pockets are present. I usually 
make these openings elliptical, one-half to one inch long, 
by one-fourth inch wide. (I am using the old English 
system of measures in the book, not that I do not approve 
of the metric system, but because so few of us are think- 
ing in c.c.’s and m.m.’s etc., as yet. Our great-grand- 
children may be relieved of this confusion of the transi- 
tion process. ) 

You may use your choice of several things for swab- 
bing the cavities or pockets if any are present and for 
dressing the wound. Some of your texts tell you about 
the use of glycerine with phenol. Here is about the ofly 
use we have for the combination: 35 % phenol in glycerine 
makes a good swab agent. This is followed with Iodin- 
Benzoin Compound, or with the old time camphor, phenol 
and chloral hydrate. 

It may be a good place here to insert these formulae, 
for you will use one or both frequently. 


14 Just cut through the skin and fatty tissue and get the channels that 
often go 6 or more inches into the pelvic space.—A. B. J: 
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The I-B solution, as we will term it hereafter, is made 
as follows: 


Tr. Iodin.25 
Tr. Benzoin Comp. 


C.C. and P. Comp., equal parts. 
M and label, “I.B. Co: 


The C. C. P. Co., is, as you know, the result of 
triturating the crystals of camphor, phenol, and chloral 
hydrate, equal parts by weight, of course. The resulting 
liquid is one of the most useful of your agents. I always 
keep a pound bottle on my stand. 

You may dilute this I. B. sol. still further with glycer- 
ine, as the 50% solution is plenty strong enough for swab- 
bings and packs. A plug of cotton dipped in this makes 
the best first dressing after your openings are made. 

If you now refer to your texts you will see many sug- 
gestions for treating your case locally, from the use of 
Epsom salts solution to lunar caustic, some of which 
agents are good. Choose your choice. I find as a routine 
the swabbing externally with the C. C. P. Co., followed 
by pack of the old time U.S. P. glycerite of tannic acid, 
is about as good as anything. 

When you find channels, you may swab them out if 
they are large enough, and some are for at least a short 
distance into the pelvis. Drainage is the important thing. 
I have a theory it is the accumulation of this acrid mucoid 
secretion in pockets and short or long channels at the anal 
region, being pressed upon by sitting that forces this fluid 
to find outlet in the line of least resistance. You have 
real pruritus ani, however, long before any channels are 
formed. 

Gant seems to understand Jamison’s channel discovery 
for he says: 


“Jamison maintains that pruritus is caused by channels 
running beneath the mucosa and perianal skin that are sec- 


15 This formula was first published by Albright.—C. E. B. 
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ondary to proctitis, and that these tracts contain mucus. 
The author has frequently observed subcutaneous and sub- 
mucous sinuses containing serum, a mucous discharge, or 
pus associated with pruritus analis, but has not encountered 
so-called ‘mucous channels,’ but when present they are slit 
open and drained.” *6 


I have read Jamison carefully and I do not think 
his writings reflect his clear use of terms; and the theory 
that these channeis cause pruritus ani is incorrect since you 
may have proctitis and pruritus without channels.” I feel 
sure he would now join those of us who hold that the itch- 
ing is caused by the acrid, inflammatory, scalding exudate, 
and the channels when formed, are the result of pressure 
that forces it along the lines of least resistance. ‘That this 
is true of the integument channels, I have no doubt. Those 
that can be traced upward along the internal rectal wall 
under the mucosa may be the source channels*® which 
gather the acid mucous, absorbed from the rectal contents. 
In this sense the passing of this acrid serum, through these 
channels downward to the anal region would cause the 
itching. 

I have no doubt that nature did us a great kindness by 
not supplying the rectal wall with the same sensory nerve 
supply as the integument of the anal canal and region. If 
so supplied people with acidosis and its attendant colitis 
and proctitis, would find life unbearable. As it is, this 
acid mass may lie in contact with the mucous lining of the 
rectum, until, so to speak, it is blistered off from the muscle 
wall after absorption goes on for a time. This is a 
marked etiological factor in proctitis, with prolapsus of 
the mucous membrane, and in hemorrhoids as well. Why 
not add colitis, sigmoiditis, etc? 


16 He has never found them, but always slits them open when present! 
—Albright. 


it They are the cause, Order: inflammation, channels and itching in 
some cases.—A. B. J. 


18 Which gather the inflammatory exudate.—A. B. J. 
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Jamison should have the credit for the first progress 
made in understanding the pathology of this condi- 
tion. Albright says in an article published in Medical 
World, recognizing Jamison’s original. work on pruritus 
ani: 


“Yet it is amusing—no, it is pathetic—to note with what 
unanimity many of the supposed leaders of proctological 
thought ignore this discovery and the successful treatment 
of this condition. Recent new editions of books on rectal 
diseases, written by men who know me and my work, men 
who know that I have repeatedly demonstrated the truth of 
all I have ever said on the subject by living clinical proof, 
absolutely fail to make the slightest reference to the mat- 
ter. These men, proctologists (!) still refer to pruritus ani 
as a neurosis, and upon the bending crutches of hypothetical 
inferences offer as remedies an array of obsolete drugs, use- 
less practices and advice to discover and remove the cause! 
All of which is but a painfully apparent confession of help- 
less empiricism.” 


If you have read my chapters on the history and psy- 
chology of the development of ambulant methods for rec- 
tal work, you will understand why Albright has to add 
his complaint to those of Brinkerhoff and others. It is 
the inheritance of the ambulant method from its early 
years. 

Now that we have attended to the establishment of 
proper drainage, our next task is the proctitis and 
acidosis. 

If there is marked prolapsus of the mucosa, you will 
treat this as described under that heading. 

Once or twice a week I swab out the rectum with the 
35% Phenol in Glycerine followed often with 1.B.Co. 
After this, I place a good sized pack of the Vegol or 
Sorbefacin ointment, high as possible in the rectum, with 
glass tube, as elsewhere described. For home treat- 
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ment I prescribe high enemas of hot water in which 
I have dissolved four of the following tablets to the 
pint: 
1882Alum 3 gr. 
Zinc Sulphate 1 gr. 
Hydrastin 1/250 gr. 


Tannic acid 2 gr. 
Boric acid 6 gr. 


For dispensing purposes I buy these made up in large 
lots from the Columbus Phar. Co. at very reasonable 
prices. After retaining this solution for a half hour or so, 
if possible, the patient uses the Vegol ointment, or a se- 
lected suppository. If any portion of this solution is 
absorbed it is all the better. 

I have this Vegol ointment put up in tubes with suita- 
ble rectal tips for self-administration. It is somewhat 
anesthetic and gives one using it a very comfortable and 
satisfactory feeling. 

The Columbus Phar. Co., Columbus, Ohio, make the 
Vegol ointment with sufficient anesthesin content to use 
for any treatment likely to cause pain. In nervous cases 
it is a useful item of detail. 

Having now established drainage, treating the proc- 
titis as always needed, and instituting such local treat- 
ment as described, or some other that suits you better, 
you should now direct your attention to the digestive tract 
and correct the acidosis that follows fermentation of the 
food in the stomach and bowel. 

The alkaline intestinal antiseptic, described elsewhere 
called Sodoxylin (Abbott) and Salalkatone (Col. Phar. 


Co.) will serve you well in these cases. Some may re- 


18aNote:—The theory that in such cases no astringent should be used, 
is untenable. The good results obtained in many cases prove its value, just 
as the good results following the use of the sulphocarbolates in all forms of 
enteritis refute the theory that no intestinal antisepsis is possible per oral 
administration of medicinal agents.—C. E. B. 
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quire the combined sulphocarbolates for a time. I am 
not going into diet, and all that which you already know 
or may find in any of a dozen text books. 

I do not think some of our Ambulant Method men 
give as much attention to this phase of the treatment of 
pruritus ani as they should. Correction of the intestinal 
fermentation and resulting acidosis shortens the course of 
treatment and insures a cure for cases that seem very 
discouraging. 

Here are the cardinal principles, it seems to me: 


1. Establishment of proper drainage by liberal open- 
ings. 


2. Neutralization of acid mucous already collected 
in the anal region. 


3. Treatment of proctitis, colitis, etc., as thoroughly 
as possible. 


4. Correction of digestion to prevent fermentation 
and acidosis. *® 


19 All you have written here is only symptoms of a chronic disease of 
the lower bowel preventing normal elimination. Cure the proctocolitis 
and the acidosis will take care of itself though normal bowel and skin 
action.—A. B. J. 

All forms of enteritis result from inflammation caused by chemical 
or infectious agents. It would be better to say: prevent intestinal fermen- 
tation and putrefaction in digestive portion of it, and sterilize it so that 
no organism could invade, then you would have no enteritis, “proctocolitis” 
or whatever you want to call it, and likewise no acidosis. Having a nor- 
mal digestion and elimination there would be no proctitis, and therefore 
no pruritus ani. ‘The reader should keep in mind my terms, such as 
acidosis, pruritus, pruritus ani, scroti and vulvae. Trying to force one’s 
terms upon an opponent is useless. You may at least ask your readers to 
understand you, whether they accept your definitions or not. I do not 
think the last word has been said on pruritus ani as yet even considering 
Jamison, Montague or any other investigators. ‘That my line of ap- 
proach, that is, the digestive tract out of proper function as the source of 
all that causes every sort of trouble below the pylorus, is the rational one 
and supported by every clinical evidence, I shall defend against all comers, 
old or young.—C. E. B. ; 
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It will be well now to add some few general observa- 
tions. First of all, do not imagine you are going to find 
pockets or channels in every case, for at the beginning 
of all cases the amount of ”°acid that finds its way to the 
integument of the anal region is small. Now and then 
a case presents itself following one of Jamison’s “mucous 
storms” when an area of half-hand size is very red, moist 
and often abrased or excoriated. It means that your pa- 
tient who complains of being ‘‘galled,” etc., has had a bad 
siege of intestinal fermentation with its attendant acute 
inflammation which has caused a larger amount of the 
acrid discharge to be disposed of. More or less is ab- 
sorbed, and much is evacuated with fecal content, taking 
a parting bite, so to speak, at the anal mucosa and integ- 
ument. 

There are now at least two excellent antacids on the 
market which have decided advantages in that they con- 
tain the citrates and tartrates in such combinations that 
the end-result is helpful in restoring the normal alkalinity 
of the body tissues. 

The one called Citrocarbonate is made by Upjohns 
and the other, Caknam, made by Paxton & Sons, of Chi- 
cago, but either may be had from any well stocked 
pharmacy. 

I would emphasize again the importance of diet and 
elimination. The surgical treatment herein outlined will 
prove only palliative if the flood of acrid exudate that 
causes the pruritus is not eliminated. So much is now 
available to guide you about the dietetic management I 
will attempt no detailed suggestion. 

Each case is a study by itself but these general prin- 
ciples are applicable to all. Your fees for all cases of 
pruritus ani will’ be well earned, and should be 
based on a limit of time or number of treatments; for as 


20 The amount of inflammatory exudate.—A. B. J. 
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the French savant said of specific urethritis, ‘“‘Only the 
Lord knows when it will end,” so we may speak of 
pruritus ani.”* 

Do not imagine I consider all cases incurable. I am 
thinking now of our economic relation to this class of pa- 
tients rather than its cure. I do not know how others 
find human nature, but I have to cure my patients with 
reasonable promptness. In pruritus ani cases two or three 
months is more like the period of time most people will 
consent to come for treatment, not two or three years. 
I want to keep as far ahead of the undertaker as possible. 

21 The cure is easy and never fails.—A. B. J. 

Which is rather enigmatical it seems to me. Put into words: cure the 
proctocolitis and you cure all proctitis; cure the proctitis and you cure all 
pruritus. You cure the pruritus by slashing open channels, after curing 


the proctitis and proctocolitis by using internal baths, salt water, the 
hotter the better, short of cooking!—C. E. B. 


Thus, life has been to me a glorious thing. It has been worth 
while. I have found good things because I expected good things 
and looked for them. I have had good neighbors because I have 
tried to be a good neighbor myself. I have never wanted for 
friends, because I have always been friendly. ‘Those who did me 
wrongs I looked out for next time, and let them forget it. Mis- 
takes I have made, but I made few mistakes the second time. At 
times I had chances to do the “‘heaping coals of fire” stunt by re- 
turning for evil a measure of good.—Dr. BETTERMAN. 
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Out of metaphysics and clerical sophistry the present psychol- 
ogy was born and the motive of its progenitors has been to bolster 
up the hope and theory that mind and soul or spirit were synony- 
mous, and that mind is, in some mysterious and unknown way, 
transcendent to matter or brain tissue—Dr. BETTERMAN. 


CHAPTER XI 


PROLAPSE 


| Dae eater, or prolapsus, or procidentia recti is the 

subject of this chapter. The Ambulant Method proc- 
tologist is not concerned with any type of this condition 
but that of the prolapse of the mucosa. Any form of 
prolapse involving the rectal muscular wall, usually 
termed complete prolapsus, may be left to the rectal 
surgeon employing sigmoidopexy or rectopexy in at- 
tempts to fasten up this end of the bowel, or per- 
chance he may elect rectorrhaphy, hoping to cure the 
prolapsus by shortening the bowel, or he may use resec- 
tion or amputation of what seems to be a troublesome 
redundancy. 

Again, it may be, the offending part is induced to stay 
in place by narrowing the anal outlet, by using the so- 
called Dupuytren method. Much clever surgical tinkering 
has been done for this trouble, with good and bad results 
depending on the patient’s condition, also the surgeon’s 
skill and adaptation. Each rectal surgeon seeks to im- 
prove upon his predecessor, so that we read the method 
and modifications used by Whitehead, Dieffenbach, 
Dupuytren, Van Buren, with his linear cauterization, and 
Lange, who believed in narrowing up the rectum by clever 
excision and suturing. 

Then comes Verneuil whose method of rectorrhaphy 
Gant seems to have improved. Tuttle and Fowler as well 
as Allingham, each has had the floor to advocate his fa- 
vorite method. Scores of others, both living and dead, 
have studied the problems of rectal surgery, especially for 
complete prolapsus. 

As I said at the opening of this chapter, we as Am- 
bulant Method Proctologists are interested only in the 
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form usually termed partial prolapsus, or the prolapsus 
of the rectal mucosa. 

It may be well at the start-off to consider some of the 
methods used and advocated by our radical surgical friends 
forthiscondition. Allingham thought highly of using fuming 
nitric acid to so burn the rectal mucosa that it would stay in 
place. Don’t try it! You are likely to die a violent death! 

Van Buren thought well of actual cautery, making a 
nice long line of burn from the anal verge into the rectum 
whatever distance the condition demanded. Don’t try this 
either. If you do you ought to be sued for malpractice! 
It is a fine way to produce a stricture. I have had several 
cases of stricture seeking my help, following such work 
on the part of radical contemporaries. 

_ That classic clamp and cautery method of getting rid 
of redundant mucosa, as well as hemorrhoids, is familiar 
to all. I have in my instrument case the clamp I was 
taught to use, but the Paquelin went some years ago, ap- 
propriated by some pyrography enthusiast. As a student I 
felt these to be very important tools for piles, prolapse, etc. ! 

Do not the results so distressing and troublesome con- 
demn these methods from the data of your own experi- 
ence? The danger of hemorrhage, of stricture and other 
complications, makes us wonder why Cooke says:* ‘The 
methods above alluded to, of removing redundant mucosa 
in the incomplete variety, are so safe and effective that 
particularly in adults, it is a waste of time to resort to non- 
surgical methods of treatment.” (Italics are mine.— 
C.E.B.) And again, page 298, Cooke says, “The injec- 
tion method of treatment is not applicable to this variety 
of the malady, (partial prolapsus) now under discussion.” 
We shall see how true this is! ? Gant dismisses the non- 
operative treatment with the following paragraph: “In a 


1Cooke’s 1916 Edition, page 301. 


areas Diseases of the Anus, Rectum and Colon, 1923 Ed., Vol. 11, 
page 36. 
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few instances the author has cured moderate degrees of 
prolapse after the plan employed for injecting internal 
hemorrhoids by injecting a solution of carbolic acid, glycer- 
in, and olive oil, equal parts preferable, or quinin and 
urea (10%) into as many areas of the mucosa as 
desired. ‘These agents cause an inflammation charac- 
terized by hard lumps or ridges which later are fol- 
lowed by contraction and shortening of the mucous 
membrane; now and then sloughing occurs but this is 
unimportant, since contracting scars form as the ulcerated 
areas heal.” 

It is unfortunate that such careless and inaccurate 
statements are broadcast by good men like Gant. It is 
careless since the reader is lead to think that the phenol 
mixture *(“carbolic acid, glycerine, and olive oil, equal 
parts”) and 10% quinine and urea hydrochlorid act in 
the same manner, that is, to produce inflammation. Phenol, 
33 1-3% would have such an effect, and is more than 
likely to produce slough, while the latter agent will mum- 
mify the part injected and always or at least nearly always 
produce slough. Glycerine is a bad ingredient to use with 
phenol for this purpose and the percentage of phenol is 
at least 6 or 7 times too strong! 

It is inaccurate because it assumes that this is the last 
word to be said on the subject of the injection method; 
no hint that the solution may or might be improved; no 
suggestion that the method is worth very much considera- 
tion, when compared to the delightful and genuinely ingen- 
ious devices of radical surgery! 

In modern vernacular, it is the sang froid of our good 
orthodox surgical brothers that puts the ambulant goat 
out to pasture! 

Having now examined the viewpoint of the radical 


3 Olive oil and glycerine will not combine with phenol to form a per- 
manent solution or mixture.—J. D. A. 
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school of proctologists, and exposed its logic by suitable 
excerpts, we come to the task of making some afhiirmations 
from the ambulant side of the subject: The treatment 
and care of prolapsed mucosa. In spite of what seems 
to be an unnatural and unwarranted acrimony whenever 
the radicals mention the Ambulant Method, it is growing 
rapidly in favor. 

Having in mind the agents, instruments and technique 
as described in the discussion of hemorrhoids, we should 
also remember that the two conditions are usually coinci- 
dent and are born of the same cause, more or less, viz.: 
proctitis. A movable mucosa, carrying downward and 
often outward the hemorrhoidal plexus, offers very favor- 
able conditions for the formation of these areas of vari- 
cosity termed piles. A loosened mucosa means, as a rule, 
acidosis irritation and inflammation, chemical or infec- 
tious or both. 

When you have cleaned up the piles or at least the 
worst of them you may properly start on the prolapse. It 
requires a little different technique from that used on 
hemorrhoids. In the first place, begin your injections 
as high as possible in the loosened rectal mucosa. It is 
wise to have your Brinkerhoff considerably longer than the 
usual type.** Some treat by using proctoscopes, but I pre- 
fer the selected size of Brinkerhoff. If your hemorrhoidal 
needles are fairly fine you may use the same syringe as 
with piles. If your needles are coarse you will have the 
proper arrangement on another syringe for prolapse. 

The 5% P-O is usually strong enough, and you may 
use it liberally without fear of slough or any after-treat- 
ment pain, unless perchance you are working on the last 
section just above the sphincters. In such a location if 


3a The Max Wocher & Son Co., of Cincinnati, Ohio, have designed for 
me a six-inch Brinkerhoff, which I find a very useful tool for prolapse 
and ulcer cases.—C, E. B. 
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some of the injection should drip down into the “feeling 
area” as | often term it, your patient will register protest. 
This is more likely to happen in those cases with tendency 
toward mild pruritus. Use caution on those who have 
ridges, seams, lines, thickened and whitened integument, 
or other signs of acrid seepage in the anal region. You 
will not miss noting the thickened ‘“‘feel’’ of the skin and 
its color in cases headed toward pruritus, that horrible 
end-product of proctitis, caused by acidosis, to which your 
prolapse is but incidental. 

Here is a good place to recall your general and local 
treatment of pruritus for in some cases of prolapse you 
must treat as with pruritus. , 

I have said that the treatment technique is different 
from that of piles. In prolapse, instead of depositing 
your solution just under the surface of the mucosa, you 
penetrate completely through the whole mucous coat of 
several layers and place your mild irritant between it and 
the muscle walls. It is for this reason the Brinkerhoff 
is the best instrument, since the bagging down-or in, of 
the loose mucosa enables you to penetrate this portion 
when so held, with one quick thrust. You will notice 
tumification, but not so marked a whitening of color, if 
any. Marked and rapid whitening shows that you have 
not made the correct penetration. 

About this time, if a student doctor is standing at my 
elbow, he usually asks ‘‘What does this 5% P. O. Co. do? 
How does it cure the prolapse?” 

It is, therefore, quite likely you will ask the same 
thing, and here may be as good a place as any to present 
our thesis. Phenol used as the active agent of our 5% 
P. O. Co. when injected under the loosened mucosa, causes 
a mild irritation, sufficient to secure adhesion when the 
active hyperemia subsides by resolution. If the rectum 
is kept at rest and the ointment dressing as described in 


126 AMBULANT PROCTOLOGY 


chapter on hemorrhoids retained a few hours the solution 
is well absorbed and diffused into the surrounding area. 
There may be some induration, which later disappears by 
resolution. There is an attendant contraction and ad- 
hesion of loose tissue and a normal tonicity is restored. 

The same principle may be employed in other condi- 
tions, such as hernia, hydrocele, etc. I have cured many 
cases of the latter by the use of Lysol as the injection 
solution. I do not know the phenol content of this well 
known proprietary, but a glycerole of phenol is not in my 
opinion as good as an oil solution, for reasons herein 
before stated. Were I now in genito-urinary work I 
would use an 8 or 10% P. O. Co. for such work. 

When used under the first layer of the rectal mucosa, 
as in hemorrhoids, according to the Albright technique, 
it seems to permeate the whole pile mass, with the after 
contraction and restored tonicity. When the several 
hemorrhoids are treated the whole pile bearing area seems 
to be restored, and that permanently. I have been keep- 
ing in touch with patients—five to ten years, who report 
no rectal trouble since their treatments. 

In brief the 5% P. O. Co. first irritates, then sets up 
active hyperemia and causes some congestion, inflamma- 
tion and induration, this chain of causes being followed 
by resolution, contraction and adhesion. 

It is the common remark in my office: “I feel so much 
firmer and tighter and that drag-down feeling is gone.” 

Now to continue your treatment: If today you make 
what you feel to be a proper injection in two places on 
opposite quadrants, and at the highest practical point, 
next week you will try to reach the opposite quadrants a 
step lower down. This alternating of sites goes on to the 
last treatment at the internal sphincter. Often half or 
two-thirds of the way down is all that is necessary be- 
cause of diffusion. 


PROLAPSE 127 


After each treatment, I use a reasonable pack of the 
selected ointment as described under the treatment of 
hemorrhoids, and when I feel it is needed a finger of cot- 
ton placed just above or slightly within the anal canal. It 
is in prolapse cases, especially those with pruritus ten- 
dency from whom you will have complaint of pain, if any. 
A good policy is to fortify such with a couple of one-grain 
opium extract suppositories, or a small tube of some oint- 
ment like the Vegol with anesthein. It is like the fire 
extinguisher you may not need, but if you do need it, you 
need it very badly! Safety first! Dispense the pain con- 
trollers. My average is two or three in the hundred who 
report after-treatment pain. 

Now here are the cardinal principles of the treatment 
of prolapse: 


1. Treat coincidentally with piles, which is of neces- 
sity the usual condition, though you may have bad 
prolapse without piles. 

2. Use but rarely anything other than the 5% P. O. 
Co. injected under the mucosa against the muscle 
walls. 

3. Begin at highest point, and treat opposite quad- 
rants alternately. 

4. Use enough of solution to cause moderate tumi- 
fication. 

5. Treat once a week or ten days the same as with 
hemorrhoids, and protect against pain in treating 
the lower segments. 


Now, it happens that the medical profession is the only fra- 
ternity that will not permit its members to apply good business 
principles to its work. Lawyers may receive yearly retainers. 
Ministers may solicit attention and publicity. Dentists are cash- 
in-hand artists who talk “painless” methods. The physician must 
“meekly wait and murmur not.”—Dr. BETTERMAN. 
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Let me know what goes on in a doctor’s private office, and I 
will tell you if he is ethical. Let me know the business side of 
his practice, and I will tell you if he is honest. Let me see his 
diagnosis cards, and I will tell you if he is a sincere student of 
medical science. Let me see his treatment record, and I will tell 
you if he is a skillful practician. I care not what office he holds 
in the organized guild; I care not how much bluff and bluster he 
displays among his fellows; I care not what method he employs 
to teach the public his name and trade, I will then know the man. 
—Dnkr. BETTERMAN. 


HE following pages illustrate some of the 

equipment and most of the instruments used in 
Ambulant Proctology. All of the instruments 
shown here, including those made especially to my 
order, are available from The Max Wocher & Son 
Co., Cincinnati, Ohio, through whose courtesy these 
cuts are published. ‘There are, of course, many 
other instruments needed now and then for certain 
cases. ‘hese each proctologist collects from general 
sources to suit his own interpretation of his needs.— 
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The Blanchard Rectal Treatment and Operating Table 


MAX WOCHER & SON, GIN., O- 


WRBI1. Small Brinkerhoff’s Rec- 
tal Speculum, length 4 inches, 
outside diameter 7% inch. 


WRB2. Medium Brinkerhoff’s 
Rectal Speculum, length 4 
inches, outside diameter 1 inch. 


WRB3. Large Brinkerhoff’s Rec- 
tal Speculum, length 5 inches, 
outside diameter 1% inch. 


WRB4. Blanchard-Brinkerhoff Rec- 
tal Speculum, length 6 inches, 


outside diameter 144 inch. 


The advantage of the 
Brinkerhoff Speculum is 
the reflecting end, inclined 
inward, which reflects a 
splendid light on the rectal 
membranes. The use of 
the Speculum is not diffi- 
cult or painful to the 
patient. After the instru- 
ment is introduced the 
slide is gradually with- 
drawn. When slide is 
withdrawn no effort should 
be made to return it. If 
another examination is de- 
sired the Speculum must 
be withdrawn and the slide 


replaced. 


This modification 
of the Brinkerhoff 
Speculum was de- 
vised by Dr. Blanch- 
ard. It is very simi- 
lar to the original 
model except that it 
is of larger propor- 


tions. 


WRBS5S. 
WRB6. 
WRB7. 
WRB8. 
WRBS9. 
WRBI1O0. 


WAX WOLHER 8 SUN CO. 


Fig. 1. Sigmoidoscope, length 35 


cm. 
Fig. 2. Proctoscope, length 20 
cm. 
Fig. 3. Proctoscope, length 14 


cm. 
Fig. 4. Sphincteroscope, length 6 


cm. 

Fig. 5. Rectal Dilator, graduated, 
length, 11 cm. 

Albright’s Modification of Brin- 
kerhoff’s Speculum. 


WRB13-14 
WRBII. 
WRBI1Z2. 


WRBI3. 


WRBI4. 


Hirschman’s Anascopes, 3 sizes. 


Gant’s Rectal’ Speculum, fenes- 
trated blades. 


Tuttle’s Pneumatic Electric Sig- 
moidoscope, consists of one 65 
French scale tube with obturator 
10 inches long, interchangeable 
window, light carrier, dilating 
bulb and detachable handle. 
The above, 55 French scale, 12 
inches long. 


WRBIS. 


WBRI6. 
WRBI17. 
WRBI18. 


WRBIY. 
WRB20. 


a 


WRBI5 


Wocher’s Metal Syringe, 2 tips, 
80 c.c., 100 c.c., 150 c.c. sizes. 
Blanchard’s Rectal Syringe, 5 c.c. 
Blanchard’s Rectal Syringe, 10c.c. 
Standard Straight Needle Exten- 
sion for the Blanchard syringe. 
Bayonet Needle Extension for 
Blanchard syringe. 

Rectal Tube, soft rubber, 20 to 
32 French Scale. 


WRB21. 


WRB22. 


WRB23. 
WRB24, 
WRB25. 
WRB26. 


LENGTH 9 (NCHES 
WRB26 


Wocher’s Adjustable Gold Point 
Hemorrhoidal Needle. . 

Silver Probe Pointed Canula, 
for injections. 

Rectal Probe, silver. 

Rectal Probe, plated. 

Barth’s Curette’s, 2 sizes. 
Albright’s Glass Tube, for oint- 
ment injection. 


Earle’s Pile Clamp, angular. 
Brunner’s Clamp, angular. 
Trush’s Rectal Dressing For- 
ceps.. 


| 


WRB30. 
WRB31. 
WRB3z2. 
WRB33. 


WRB29 


WRB33 


Crile’s Forceps, 9 inches long. 
Jones Forcep, curved. 
Doyen’s Forcep, 9 inches long. 
Kelly Forcep, straight. 
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WRB34 


WRB36 


WRB38 


WRB39 W RB40 


WRB41 
WRB34. Mayo Dissecting Scissors, 9 | WRB37. Longenecker’s Blind Fistula 
ae WRB38 ey straight, sh t 
, : ; s , Straight, sharp points. 
WRB35. Pratt’s Rectal Scissors. WRB39. Pratt’s Rectal Dicecton, 
WRB36. Mayo Scissors, 6% inches, WRB(4O0. 


straight. WRB41. Curved Director. 


Larry’s Grooved Director. 
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WRB42 WRB43 WRB44 


MAX WOCHER & SON. 


WRB48 


WRB42. Tillman’s Scissors, curved side- | WRB45. Plain Rectal Knife. 

way, probe point, 7% inch. WRB46. Knife, with elongated tip. 
WRB43. Beckmann’s Scissors. WRB47. Blizzard’s Knife. 
WRB44. Jackson’s Forceps. WRB48. Kyles’ Knife. 


WRB56. Downes 
WRB57. Downes 
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WRB50. Wocher-Major Cautery Outfit, consists of one Downes’ 100 Ampere A.C. 
Cautery, one pair of heavy cords with heavy handle and seventeen assorted alloy 
burners, complete. 

The advantage over the ordinary style of tip will be appreciated because if one 
tip is burned out it is simply discarded and a new one inserted. Each tip represents 
the minimum of expense. This set requires a very large volume of current which 
can be obtained from the Downes’ Cautery Apparatus but not from any of the 
smaller types. 

Cautery operations have many advantages to commend them, such as thorough 
asepsis, control of hemorrhage and early healing and this method is becoming 
very popular for certain conditions. 


WRBS1. Original Downes’ Cautery Transformer, for 
110 volt alternating current. This transformer is de- 
signed to heat cautery knives from the smallest to 
the largest sizes made. It is mounted in a polished 
mahogany case, 7x7x5 inches. The maximum output 
is 4 volts and 100 ampercs. 


WRB52. Downes’ Cautery, for 110 Volt Direct Current 
for heating heavy knives up to 100 amperes. 

WRBS53. Downes’ Cautery Transformers, alternating 
current, for light knives under 40 amperes. 

Special Heavy Aseptic Cautery Cable. 


WRB51 


WRB54. Downes’ 
WRBS5. Downes’ Aseptic Cautery Knife, heavy, length 414 inches. 


Aseptic Cautery Knife, with extra long handle, length 8 inches. 
\ Cautery Spiral Dome, length 8 inches, spiral is 54 inch diameter, by 
3¥g inch long. 


CHAPTER XII 


PROCTITIS AND CONSTIPATION 


Det or rectitis of all sorts will come your way 

from day to day. When proctitis is present it is usually 
co-incident with a like condition higher up the primae viae 
—+proctocolitis, sigmoiditis, enteritis or whatever termi- 
nology you may use for it. 

I am not going into details of pathology and etiology. 
Many other observers have done this very well. It hap- 
pens that here all proctologists meet on common ground 
since surgery of the radical order has very little to offer 
the victim of colitis. It is true, no doubt, that catarrhal 
enteritis may become infectious and the entire bowel thus 
becomes involved, as in the case related in the chapter on 
rectal ulcers. Repeated acute attacks of catarrhal ap- 
pendicitis may lead to the infection of that organ of low- 
ered resistance, and a pus tube may form, while the bal- 
ance of the gut may escape. 

If I were asked the cardinal etiological factor in the 
catarrhal stage of all enteric disorders, I would say: The 
chemical irritation of foreign acids resultant from intes- 
tinal fermentation. The absorption of these acids, along 
with whatever portion of the food is digested, gives 
us that condition we term acidosis. If and when putre- 
factive organisms invade the small intestine, and a portion 
of the food, particularly the proteids, is decomposed, we 
have absorption of these ptomaines to a greater or lesser 
extent, and we call this autotoxemia. 

We are not dealing with these problems of the intern- 
ist. Ours is that long chain of ills that follows the pres- 
ence of these acids in the bowel, and which often pre- 
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pares the mucosa from pylorus to anus for the invasion of 
bacteria of several sorts. 

I cannot resist the temptation to say right here, as I 
have said it and printed it many times before: The con- 
dition we call intestinal fermentation and putrefaction of 
the food in the digestive tract, is the cause of the larger 
portion of human ailments. 

You must recognize the relation of proctitis to your 
other rectal diseases. It is associated in nearly all cases 
with prolapse, hemorrhoids, pruritus, ulceration, etc. Now 
and then, dysentery, especially the amebic type, may 
plague your patient. 

There is no reason why you should not do what you 
can in a general way, while you are treating the rectal con- 
dition. The cardinal principle is to use such measures and 
agents as will correct and prevent intestinal fermentation. 
The clean up and clean out that the late Dr. Abbott, of 
Chicago, used to talk about so much, is the-keynote of it 
all. Whatever you may do from the rectal end of the 
digestive tract, you must also do what you can—and that 
is much—by the use of medicinal agents, via the mouth 
and stomach. 

Mild antacids and antiseptics, such as those already 
mentioned, Sodoxylin (Abbott) or Salalkatone (Col. 
Phar. Co.) are indicated. Some cases may require a 
course of the stronger intestinal antiseptics, of which the 
combined sulphocarbolates have never failed me. There 
is plenty of literature on this subject. 

Diet is also a matter of importance. [If it is true that, 
‘‘as a man thinketh so he is,”’ it is equally true that what 
a man eats, how well or ill he digests it, and how success- 
fully he eliminates the waste and surplus, explains very 
largely his body conditions. There is a large fund of in- 
formation on diet, particularly for acidosis and auto- 
toxemia cases. 
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Treating proctocolitis from the rectal approach must 
be confined largely to irrigations, injections, enemas, and 
topical applications through the proctoscope and sigmoid- 
oscope. Dr. Jamison of New York, is a firm believer in 
the use of hot water injections for the treatment of proc- 
titis. He likes to get it above what he calls the “third 
sphincter” at the sigmoidal flexure, and keeps it going 
and coming, at 110° F. or higher if tolerated, for an hour 
or so, twice a day.*' He has invented a very ingenious in- 
cera bath apparatus. 

Personally I do not care to convert ae office into a 
bathhouse or sanitarium. Dr. Kellogg of Battle Creek 
has covered this whole field very well. I am willing to do 
all I can in a general way for my rectal cases, but all 
irrigations, enemas, etc., I prescribe for home treatment. 
I have outlined this quite fully in my discussion of 
pruritus ani. 

CONSTIPATION 


Someone will yet win immortality by writing a classic 
on constipation, but it will not be written by me. I would 
not even mention this quite universal human ill were it not 
for the fact that many rectal diseases are complicated by 
it. It is unfortunate also, that many cases treated by the 
proctologist for hemorrhoids, prolapse, proctitis, etc., are 
greatly improved or entirely cured of the constipation. It 
is unfortunate I say, not from the patient’s viewpoint, but 
because of the fact that these cases give out a wrong im- 
pression. People are taught to believe that treatment of 
rectal troubles will always cure constipation. 

I have adopted the rule in treating any case where 
constipation is complained of, to make it very clearly un- 
derstood that the rectal treatment may help some, but a 
cure is not to be expected if there is an enteritis of any 

1 Note:—I doubt very much if many patients can tolerate as high a 
temperature as Jamison advocates.—C. E, B. 
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sort, or if the constipation is the result of any other diges- 
tive disorder or bowel condition. 

The American people are noted for good eating and 
much of it. We are said to be over fed and I am sure we 
are fed-up on many things! It is easy to theorize on 
health subjects. Any faddist may find some menu that 
fits his needs very well, and he immediately generalizes— 
that common error of logic—that his way of eating and 
living is the right plan for everybody! Merely to give a 
brief resume of all these health theories, raw-foodists, 
roughageists, vegetarianists, vitamists,—dozens of them 
—would require a whole chapter. The man who says we 
eat most of our bread made of flour that has been robbed 
of all its value but the starch and if it were our only food 
we would starve to death, and that we should eat the sort 
of bread the Swedes call ‘‘schnocka brod,” that, I have 
no doubt, says much of truth. As a matter of fact we 
live too well, in the sense that we eat too much, have it in 
too great a variety and doctor it up with too many condi- 
ments and stomachic whips! 

Other animals eat one or two kinds of foods and are 
usually in good health. Other animals are not constipated. 
Man has so much intelligence that he invents 57 varieties 
of bottled irritation and then whips up his jaded peristalsis 
with all manner of stimulating cathartics. The cathartic 
habit is soon formed and the makers of such nostrums are 
corpulent with wealth. They sleep while we work! 

Every Ambulant Method Proctologist will of course 
take whatever attitude toward constipation cases that suits 
his inclination. In the treatment of proctitis in many 
cases you are treating also for constipation. For example, 
in using your several agents through the sigmoidoscope for 
colitis often does wonders for constipation. Likewise 
when you try to correct autotoxemia and acidosis, you are 
quite likely to do much good for the constipation. 
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If one wants to make a careful study of this subject, I 
have seen no better or more complete discussion of con- 
stipation and obstipation than that of Gant in his latest 
edition.” In this he goes into all phases of the subject 
and all methods of treatment. It is one of several fea- 
tures of his valuable work with which I have no fault to 
find and for which much praise to offer, much as I regret 
its attitude toward the Ambulant Method for hem- 
orrhoids, fistula, etc. 

I do not consider a case of constipation with no 
troublesome rectal condition as belonging to the field of 
Ambulant Proctology. It is a job for the internist, and 
as far as I am concerned he is quite welcome to it. As 
elsewhere indicated I do what I can for such people with 
both medicine and advice when and while I am treating 
them for rectal disease.. My real work is the use of Am- 
bulant Proctology for hemorrhoids, fissure, fistula, pruri- 
tus ani and a few other real rectal troubles. There is a 
real chance to win great distinction if you can solve the 
problem of stasis in the human prima via. 


2 Diseases of the Rectum, Anus and Colon, by Samuel Goodwin Gant, 
M.D., W. B. Saunders & Co., Publishers, New York, 1923. 


I hope to see the profession organized along lines of democracy 
and less devoted to medical politics; less concerned about forms and 
precedent; less anxious to maintain a system of medical aristoc- 
racy ; less concerned about ethics and more concerned about morals; 
less rampant to down certain drug makers; less anxious to favor 
a chosen few great drug houses; less likely to be charged with 
political grafting methods; more earnest as men of science; more 
practical for the needs of the average doctor; less committed to a 
system of group-specialism, and more anxious to help make strong 
the general man; but my hopes, I fear, are vain——Dr. BETTER- 
MAN. 


134 AMBULANT PROCTOLOGY 


The surgeon who uses profane language, loses his temper, and 
makes those about him nervous and unhappy is writing his own 
confessions of failure. Some men suffer from what I call an “‘in- 
flated ego,” and by shrewd wire-pulling they secure surgical staff 
positions, and therein they have ample field to let themselves swell 
up wonderfully. They seem to think that politeness, gentleness, 
and careful consideration are not worth while. Bluff and bluster, 
growl and show the teeth—this, they seem to think, is the winning 
policy—Dr. BETTERMAN. 


CHAPTER XIII 


ANAL AND RECTAL STRICTURES 
vet habit of introducing your trained index finger 


as the first step in every initial examination is a wise 
one, because you will then discover any low lying stricture 
of the anal canal and rectum. I am using this term to 
mean true stricture—not the spasmodic type, such as seen 
in fissure in ano cases. 

Infection following radical operations, like the re- 
nowned Whitehead, causes many strictures. Radical ef- 
forts to excise fissure, or to lay open extensive and com- 
plicated fistule, contribute a goodly portion. Clamp and 
cautery operations for prolapse of mucosa and for piles, 
add a few more. 

The use of improper injection solutions—such as 25 
or 50% phenol, as is still the sort used by some unin- 
formed proctologists, may contribute a small percentage. 
I will, however, defy anyone to show one single case of 
stricture or any like complication, when the 5% P-O 
herein described is used. On the other hand, the use of 
actual cautery and chemical caustics like nitric acid, such 
as discussed in the chapter on Prolapsus, almost always 
causes stricture. 

I have seen a few cases of stricture following long 
standing tubercular ulceration of the rectum. A colored 
girl not long ago presented such a stricture, the anal canal 
closed to lead pencil size, rigid and non-elastic. Under 
ethyl chloride, I made a divulsion with fingers. She has 
since enjoyed normal action of the anus, but her extensive 
ulceration higher up is still under treatment. The rectal 
condition in this case is secondary to lung involvement, 
which the family doctor has under his care. 
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You must recognize the case of venereal stricture 
when it comes. These are, in my experience, but few in 
number and in luetic cases, only a part of the last stages 
of this disease. In Ambulant work we have forcible divul- 
sion under general anesthesia to offer as a procedure of 
choice. Only rarely do I have need of any other instru- 
ment than my fingers. Recently a case of anal stricture 
following clamp and cautery for hemorrhoids required 
some sort of dilator before I could get even one finger 
through the small orifice. A uterine dilator, a part of 
the kit of my general surgical days, proved a useful tool 
for this; then with my fingers, I finished the opening of a 
reasonable anal canal. This patient now comes monthly 
for examination. I have recently prescribed those handy 
wood dilators, hoping she may keep the passage large 
enough to serve her needs fairly well. 

I have never felt willing to use any method of incision 
for stricture of the rectum, any more than I did for 
urethral stricture in my genito-urinary days. One cicatrix 
cannot be mended by the formation of another, any more 
than two wrongs make one right. 

Personally, I am glad that cases of rectal or anal stric- 
ture make up but a very small per cent of our cases. There 
is neither pleasure nor profit in their treatment. Most of 
these cases arouse a feeling of resentment in your mind 
against the use of the radical measures that have most 
frequently caused the complication. You resent the fact 
that many, if not all, of these unfortunate cases could have 
been avoided if the methods of Ambulant Proctology were 
known and employed. A part of your resentment is due 
to the biased attitude of surgical proctologists and sur- 
geons in general. This attitude seems at times to be al- 
most an organized conspiracy. Those who practice Am- 
bulant Proctology have a great compensation in the satis- 
faction the work brings to both patient and physician. It 
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is to be regretted that this composure has to be disturbed 
by observing the after results of some radical rectal 
surgery. 

You should be able to recognize the case that naturally 
falls to the lot of radical surgery, and that other class of 
cases that is probably already hopeless, such as cancer of 
the rectum, fistula involving the deeper pelvic structures, 
etc. ‘That you may know what case not to accept, I will 
discuss malignancy in a following chapter. 

In other days when I was actively engaged in G. U. 
work I often employed the negative end of the galvanic 
current, using a copper electrode in the urethra for stric- 
tures of the organized type in that canal. By this means 
the scar-tissue can be dissolved out very nicely in most 
cases. Those of you who have the needed apparatus will 
be able to apply the same principle of treatment to certain 
types of rectal stricture. If you are not too busy with 
more productive and satisfactory work it will pay you to 
develop this technique, for some patients needing such 
service will pay very well for it. 

Dr. H. C. Bennett, of Lima, Ohio, is one of our elec- 
tro-therapeutic wizards, and if you want the details of it 
all, get in touch with him. 


My advice is: Be independent, and should a case present you 
cannot handle, resign from it and advise the patient to seek help 
elsewhere. Use council as directed by the spirit of our code, and 
do not be dragged into the modern graft, even if you starve.—Dnr. 
BETTERMAN. 
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The old saying that two heads are better than one, if one is a 
blockhead, is apt, but we usually think the blockhead is on the 
other fellow’s shoulders instead of our own. From these relation- 
ships in consultation have come some of my dearest professional 
friendships, however. From these close contacts with men I have 
learned much, and you are doing and will do the same. At times 
you may have the pleasure of helping the other man. It is all a 
game of give and take, my boy, give all you can and take what 
you must.—Dr. BETTERMAN. 


CHAPTER XIV 


PERIRECTAL ABSCESS 


H* it ever occurred to you that Nature had quite a 

complex mechanical problem to solve at the anal end 
of the alimentary tract? ‘That it is not entirely successful, 
at least in this era of our race history, is evidenced by 
the general prevalence of rectal diseases. Those who be- 
lieve that man is the finished masterpiece of the Creator’s 
wisdom will have no patience with such fault finding. It 
means nothing to the antagonists of evolution when such 
flaws as the inguinal canal arrangement, the unnecessary 
length of the large bowel, the inadequate size of the fe- 
male pelvic canal, etc., are pointed out. 

The troublesome appendix is probably on its way to 
obliteration and complete removal, just as quite likely 
the caudal extremity has been eliminated. For many of 
her problems all Nature asks for is time! 

But when it comes to this sphincteric puzzle, we have 
something complex, compared to which, ‘How old was 
Ann?” and how does 2 and 2 equal 4? are quite 
simple. How to close a sacular tube which is situated in 
a fixed and bony cavity, by puckering its ends and not 
cause a vacant space all about it—that is some problem! 

Were it possible to use the cartilage-rimmed curtain 
principle of the eye lids, it would be easier. The pylorus, 
the ileo-cecal or the recto-sigmoidal puckers are quite 
simple. The genus homo with his 32 feet of gut, is bur- 
dened with great risk and responsibility in the disposal of 
his waste. The blanket fish of the tropical seas, wraps 
itself about the food mass, absorbs what it needs, unfolds 
and drops the refuse and debris with complete success. 
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Would that man’s constipation troubles could be so easily 
solved! 

These digressive observations lead us to the fact that 
the areolar or connective tissue about the fixed portion of 
the rectum is loose and easily invaded. If a small trau- 
matism starts an ulcer in a Morgagni crypt—folds that 
really must occur in order to close the gut by pucker—at 
or above Hilton’s line, the pressure of the sphincters ts 
quite likely to force the discharges along the line of least 
resistance. In the chapter on fistula I mentioned the fact 
that the larger portion of these pus channels come out 
from the rectum or the anal canal just above the external 
sphincter. Such a deep penetration may not occur, and 
the channel will pass out into the integument submucous 
only. This is particularly true of what I call the source 
channels in pruritus ani. If the channel starts from ulcer 
it is always infected and may become an abscess of some 
size, either perianal, ischiorectal, perirectal or pelvirectal. 
Periproctitis is a good term to cover all sorts of abscess 
in this region. Not all abscesses come from or result in 
fistula. Pressure on a pus filled space may force it up- 
ward in any direction, and such external blind fistulas may 
be found in any of the quadrants. Likewise pressure on a 
cavity containing the acrid mucous exudate that causes the 
pruritus in pruritus ani, will force it along least resistance 
lines, forming subcutaneous channels as discussed in my 
chapter on that disease. 

It is folly to blame the family doctor for fistula be- 
cause he failed to treat a perirectal abscess according to 
your method. A certain portion of these abscesses are 
the distal end of a fistula already formed. True the doc- 
tor should have diagnosed fistula if present, but if not 
present the incision of the abscess, securing free drainage, 
with or without indicated local and systemic treatment, 
will bring about a cure. When any sort of periproctitis 
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starts by fistula this calls for very different treatment. I 
have outlined this in the discussion of fistula. 

If an abscess in the anorectal region is of the usual 
order, the first principle of its treatment is drainage, just 
as that is the first thought in pruritus ani. Now and then 
you will have a tubercular complication—two or three in 
each one hundred cases. A few of these may be com- 
plicated with other organisms, even gonorrhea and syphilis 
infection. 

It would be out of place in this epitome to make a 
schema of classification. Whether or not your case is 
Ambulant depends upon the extent and character of the 
abscess. I have seen remarkable recovery of powers— 
walking, working, etc., after a free drainage was estab- 
lished. 

It is now my custom to wash out all cavities of any 
size with Dakin’s solution (chlorazene) and pack with 
loose gauze saturated with acidulated Enzymol. If the 
cavity is of some size packing it a few times with Pepto- 
genic powder will clean it up and promote granulation 
with surprising rapidity. In a general way, attend to 
elimination by all avenues. The tonic arsenates and 
nuclein are useful drugs. 

How promptly you cure your patient will depend upon 
his general condition. In tubercular abscess you must ex- 
pect a slow progress, and if the primary involvement is 
hopeless you will fail of course. In the larger portion of 
your cases the outlook is good for prompt recovery. Let 
me repeat: The cardinal principle of all abscess treat- 
ments is drainage. Most of your cases are Ambulant. 
Only a few are complicated. Nearly all are perianal and 
superficial. 

Each case must be studied by itself. 
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To me, however, as I see it now, only the race is immortal, 
and you, with the others, are my immortality. We live not for 
self, no matter how selfish we seem to be. Nature has seen to it 
that every man pays the price for existence. The miser leaves his 
gold, the millionaire his wealth. The great industries created by 
his business prowess and skill pass into younger hands, and these 
in turn transfer them to others. It is a good thing shrouds have 
no pockets, or the world would be skinned bare—Dr. BETTER- 
MAN. 


CHAPTER XV 
RECTAL ULCERS 


NORECTAL ulceration is not so rare but that one or 

two in each one hundred of your cases will present 
some one of the various forms of this disease. Were I 
writing a complete treatise on diseases of the anus and 
rectum, and were there not a score or more of very good 
texts already available, some of which are in your book 
case now, I might go into all the details of classification, 
etiology, pathology, etc. I shall spare you all this. 

I have already given you the Ambulant treatment for 
“painful ulcer,”’ so called, or fissure in ano. Your case of 
tubercular ulceration of the rectum will wander in sooner 
or later. It may be secondary to lung involvement, and 
your work on the rectum will supplement the treatment of 
the primary infection. It may be the primary involvement, 
and must be recognized by its clinical signs and its macro- 
scopical appearance. You may confirm, if you choose by 
microscopical examination of discharges or scrapings. All 
tube ulcers have the undermined edges, tendency to 
breakdown and coalesce, There is a good deal of watery, 
bloody discharge, with whitish cheesy flecks in it. 

I have tried all manner of irrigating solutions, and of 
late seldom use anything but the hot solution of the astrin- 
gent antiseptic elsewhere described. I have used Izal 
(Abbott) solutions with seemingly good results. For 
topical applications, Balsam Peru is my choice, often leav- 
ing a cotton pack in that part of the rectum most involved. 
I have long ago abandoned actual or chemical cautery. 

Even though the rectal lesions seem to be the primary 
involvement, I like to give the Tonic Arsenates and 
Nuclein, alternating with Calcreose (Maltbie). 
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In all forms of ulceration, whether tubercular, catar- 
rhal or that termed veneral, irrigations, especially the 
colonic, are of great value. I have never cared to make a 
bathhouse out of my office, for either the inner or outer 
man. I do what I can in office treatment, and direct the 
patient to employ high irrigations at home. 

I do not undervalue the internal hot water bath, with 
or without medicinal agents, but I do not care to be treat- 
ing a patient the length of time it seems to require, when I 
can shorten treatment by the means and agents as outlined. 

There is a great field in the treatment of “proctoco- 
litis,” etc., with all its related conditions, indigestion of all 
types, constipation, etc. I have always considered this the 
work of an internist, and do as little of it as possible. I 
must, however, do all I can for every rectal case, and 
sometimes this demands a study and treatment of the 
whole digestive tract. 

Some years ago there was quite a battle in the medical 
world about intestinal antisepsis. Big guns roared pro 
and con, and much smoke of the harmless sort was gener- 
ated. There is still now and then some rumbling, but 
many of us have seen so much of what we consider good 
results from the use of intestinal antiseptics, especially the 
sulphocarbolate of zinc, calcium and sodium (I use Ab- 
bott’s), that we could not be divorced from the idea by 
mere ridicule, cajolery or condemnation. 

In nearly all cases of rectal ulcer, I put the patient 
through a course of these tablets, using 10 to 20 grains, 
with a glass of water every 2 hours during a 24 hours’ 
fast. Before beginning this active course I usually pre- 
scribe a clean out with castor oil or selected cathartic. 
After the fast, I give four doses each 24 hours—that is, 
between meals and an early morning and a bed time dose, 
continuing this for ten days or two weeks. The feces, at 
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first black, will return to normal color, which is a fair 
index of having completed your ‘“‘clean up.” 

I consider this a prime essential of the treatment in 
amebic dysentery, or any condition that may be suspected 
as such, with or without visible ulceration of the rectum. 
The much lauded Ipecae or Emetin treatment for amebic 
dysentery or colitis, I have never been able to accept as of 
great value. The few cases in which I have attempted 
to use it, were so annoyed and upset by nausea and vomit- 
ing, that the ‘‘cure was worse than the disease,” and this in 
spite of cautious dosage. 

Since the publication of the first edition of this book 
the Max Wocher & Son Co., of Cincinnati, Ohio, has de- 
veloped for me a six-inch Brinkerhoff speculum with which 
rectal ulcers may be treated more successfully and expedi- 
tiously than with any form of proctoscope I have ever 
seen. 

With this treatment inserted as far as the patient’s 
condition will permit without distress, the entire rectal 
mucosa may be inspected and treated by local applications. 
The simple act of rotating the speculum accomplishes the 
treatment with one insertion. 

In addition to the constitutional treatment I have out- 
lined much good can be accomplished by local treatment 
using this instrument. Such local treatments may be ex- 
tended higher than the “third sphincter” or O’Beirne’s 
sphincter so called, by the use of a properly lighted sig- 
moidoscope. 

Time and again, under this treatment, I have seen the 
watery and bloody discharges clear up and disappear if 
added to that already outlined for the rectal condition. 

I recall the case of a farmer near this city who called 
me to his house by special arrangement because he was 
too weak to leave his bed. I found a man of fifty, tall 
and of large frame, but greatly emaciated. In fact, the 
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patient was scarcely able to life his head off the pillow. I 
made the best examination I could of the rectum. I could 
see and feel the membrane covering the mucosa. 

The patient had been told he had ‘“‘cancer of the 
bowels” and said they wanted to take him to the hospital 
and “cut it out.” He had his undertaker selected and all 
the departure arrangements made, so I had some difficulty 
in convincing him he would not be going just yet! 

I do not know even now, whether this was a diph- 
theritic infection or not. —The man was at such a low ebb 
that I could not make a very elaborate or thorough diag- 
nosis. 

On my second call, I was shown quite a mass of the 
~ membrane he had passed. This continued to come away 
for several days. How much I do not know, but the patient 
spoke of handfuls of it. Following the course of the 
sulphocarbolates the patient was put on tonics and made 
a rapid recovery, coming to the office as soon as able to 
ride and to walk some. The man is alive and well today, 
though he says he does not feel ‘“‘just the same in here,” 
rubbing his abdomen. 

These cases of rectal ulceration, with all of its related 
conditions, will make up such a small percentage of your 
cases that I do not think it worth while to give much space 
to the subject. I consider colitis and other intestinal dis- 
orders, as well as autotoxemia, acidosis and constipation 
the work of the internist. I am too busy treating cases 
that properly belong to the proctologist. 


Because I value my own freedom to think as suits my reason, 
I have tried to keep in mind the same freedom for.the other fellow. 
If a man wants to believe the earth is a dish cover, and that we 
live on the inside of it, let him think so. I would be the last to 
lash his back because his conception of the universe did not agree 
with mine or with the Scriptures —Dr. BeTrerMAN. 


CHAPTER XVI 


ANO-RECTAL TUMORS 


Ne we come to the discussion of those benign neo- 

plasms seen quite frequently in the practice of Am- 
bulant Proctology. The most common of these in my 
experience is the so-called polypus. 

These begin no doubt from some irritation of the rec- 
tal mucosa, a foreign body lodged therein in some cases. 
As the mass grows it projects into the lumen of the rec- 
tum, and each movement of the bowel tends to stretch the 
base until the typical pedicle is formed. I have seen them 
of such length that after each defecation the patient had 
to push the ball-like mass back into the rectum. You 
will see now and then one with a spiculum of bone in it, 
as in the case I mention in the discussion of fissure. They 
may be small as a pea, or as large as a horse chestnut or 
buckeye, as we of Ohio call it. 

There is usually one only, but sometimes two or three 
are seen, not all of a size, but one larger with two or 
three smaller ones adjacent. You need never mistake 
polypi for hemorrhoids. Its color will declare it, and the 
finger with the experienced touch | have talked about so 
much, will easily recognize the polypus. 

The proper treatment for polypi is excision. Unless 
too high in the rectum it is a very simple operation, yet 
this demands some mechanical acumen. Usually no anes- 
thetic is needed, but if the tumor lies just above the in- 
ternal sphincter, I always make sure it is not supplied 
with sensory nerves, especially at the base of the pedicle, 
Itis an easy matter to clip off these pedicles s with one snip. 
of of your scissors, ors, but, in_ some cases, it is another story 
to | control the hemorrhage that may follow. 

Pia raat 
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Some Proctologists like to amputate the pedicles with 
the cautery knife, and by thorough burning of the base 
where the tumor was attached all hemorrhage is con- 
trolled, or seemingly so. This method is not as certain as 
a ligature, and in my opinion has some psychic features 
that make it objectionable for Ambulant work. The elec- 
trical apparatus, the heated platinum loop-knife, the odor 
of burning tissue, all this seems objectionable when the 
patient is not under general anesthesia. I have a very 
good outfit for actual cautery work and use it on suitable 
cases. 

Then too, burnt tissue is very friable. Possibly at the 
next defecation the site of the excision will be broken, with 
what your patient is sure to call a “dreadful hemorrhage,” 
whether it is much or little. 

After inspection of the bleeding site your good judg- 
ment will dictate your choice of method for hemorrhage 
control. I use a large sized Brinkerhoff, because with it I 
can judge best the amount of hemorrhage since I will 
catch it all in the instrument. If it is but normal and 
slight, I use liberal pack of the rectal ointment, with a 
finger of cotton. The patient is instructed to restore this 
dressing if the bowels move before the next morning. If 
the flow of blood is sharp, I use an anoscope of proper 
size and length, and through this I catch up the bleeding 
point and tie it off with chromicized gut. 

To test out the control of the hemorrhage before this 
is done, the old time solution of ammonio-ferric alum ap- 
plied with cotton swab makes a good styptic that will close 
any capillary hemorrhage. This proving the tie-off nec- 
essary, the ligature may be applied by your choice of 
methods best adapted to the position of the point of 
hemorrhage. If not too high the usual half tie slipped 
down over your haemostat or forcéps does the trick. If 
higher up it may be a troublesome problem to solve. I 
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have often succeeded very well with a ligature held with 
two forceps. 

Gant of New York has devised a forceps with handles 
that may be removed after the bleeding point has been 
grasped by the blades, which are left until the wound has 
closed by granulation or adhesion. Some operators use 
these for excising such tumors by pressure necrosis. 


Others prefer the snare of some sort. 
I do not consider any but low-lying growths within the : 
field of practical Ambulant Proctology, and not even these 
if very multiple. When many papillomata and adenomata pred 
present I refer the case to the radical surgeon, if the con- PN 
dition seems to demand an operation. 

We have a condition that needs attention quite fre- ae 
quently and that is the hypertrophied or elongated 
papillae. These being within easy reach they may be in- 
jected with Buytn % %, amputated and the bleeding stump 
touched with styptic or actual cautery. You will also find 
the electric cautery a valuable asset in the removal of skin 
tags, because with it you can stop all bleeding without 
using sutures. I used a small cautery-outfit made by Fisch- 
ers, and it also serves to light my sigmoidoscopes. 

Now and then you will have a case with some sort of 
tumor in the anal region. External papillomata, quite as 
common as the mucous sort, are not rare. These warts 
may be few or in a mass of some size. I have seen them 
of luetic origin of large size, presenting a very offensive 


and troublesome condition. : 
Now and then a case under your treatment will de- folie 
velop wart-like growths at the anal verge that will puz- Wort 
zle you until you begin to suspect luetic involvement. If 
you care to have the blood test (Wassermann) made, it 
will usually confirm your suspicions. 
You have one of two policies to employ with such 
cases. You may insist upon the patient placing himself in 
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the hands of a physician doing that work, or you may pro- 
ceed to treat him yourself, with an additional fee for a 
condition or disease not included in your original con- 
tract. 

If neither of these courses can be put into effect be- 
cause of your patient’s financial condition or unwillingness . 
you had better do what you can to improve his condition 
in its relation to your rectal work. 

Internally you have your protoiodide of mercury, your 
old standby long before the arsphenamines were ever 
heard of. You may employ locally the yellow oxide of 
mercury ointment, with washes and injections of bichlor- 
ide or mercuric iodide, etc. Of late I have been using 
with good success Metaphen (Abbott) and this used in 
ointment and suppositories will aid very much in com- 
pleting your rectal job successfully. 

I always caution such people that further treatment is 
needed for the blood condition, and urge them to have it 
attended to at once. 

In negroes we may see the typical keloid growth. 
These strange fibroids should be let alone. Nearly al- 
ways the more they are excised the faster they grow. 

As your years pass you will have a few of the fatty 
tumors, termed lipoma. These may occur in small ball 
like growths the size of a pea, or any size as large as your 
fist. I once removed one under local that weighed one 
pound and eight ounces. 

While all this is interesting, it represents so small a 
percentage of Ambulant Method work we need not con- 
sider many details. 


CHAPTER XVII 


CANCER OF THE RECTUM 


re is doubtless true that of all cancer cases about 5% 

are of the rectum. The anal region may be the site of 
epithelioma. Cancer of the rectum is usually carcinoma, 
though now and then sarcoma is seen. If the carcinoma 
is of the hard type (scirrhous carcinoma), you have a 
twisted tortuous rectal passage, stricture-like to the feeling 
of finger, though the hard sort are apt to be higher up than 
the finger can reach. The soft or medullary carcinoma 
are often great bag-like tumors, of rapid growth. There 
is history of ‘bleeding piles” usually, and many of them 
bleed freely from the slightest traumatism—from the 
examining finger or the proctoscope. Seen through 
the instrument, I can think of nothing better with which 
to compare it than the uterine side of freshly delivered 
placenta. 

Your clinical experience will enable you to make pre- 
sumptive diagnosis of cancer from the waxy pallor—or 
cachexia, nearly always present in cancer cases—particu- 
larly in cancer of the rectum and bowel. I have often 
correctly diagnosed these “‘bleeding piles” cases before a 
rectal examination is made. 

Albright emphasizes the value of a characteristic odor 
as an unfailing diagnostic sign. 

Ambulant Proctology has nothing to offer rectal can- 
cer cases. Usually metastasis has occurred to such an ex- 
tent before a diagnosis is made that surgery has but little 
hope of cure to offer. Much brilliant work is being done 
on the lower. bowel in cancer cases. Ambulant men have 
no envy and much praise for those surgeons who make 
this a special study. Every human endeavor has its limi- 
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tations. The true surgeon knows when not to operate, 
just as the earnest, honest Ambulant Method Proctologist 
knows what cases are unsuitable for his methods. Do 
radical surgeons need a like attitude? 

When in doubt I have often taken suspected cases 
under observation for a time. While it may be only pal- 
liative, applications of 50% phenol in glycerine seem to 
help the pain and tenderness. Irrigations of chloroman- 
gan solution or 10% of Fl. Ex. Kammara in hot water will 
diodorize and check hemorrhage somewhat. 

So much for rectal cancer. You may go to all the 
trouble to have microscopical specimens made, but it is 
useless. Dismiss your case as kindly and as gently as pos- 
sible. One I had recently has sent me word that she has 
taken up Christian Science treatment and is already feeling 
better! 

Let us hope ere long we may find a successful treat- 
ment for this fatal disease. 


In my time I have seen men forget this fact of the Final Set- 
tlement, when dollars and cents don’t count for much. I have 
seen them work and worry, fret and fume, hustle and jostle, crowd 
and crush, until health and conscience were both destroyed in the 
mad scramble for dollars. I have wondered sometimes if it is not 
a form of race insanity, this itch for money —Dr. BETTERMAN. 


CHAPTER XVIII 


THE EPILOGUE 


PASD now, my friend, had you the patient interest to 

peruse my humble and modest efforts to elucidate the 
principles and the art of Ambulant Proctology thus far, 
you will read my closing word with charitable understand- 
ing. 

The curtain falls at the end of every drama—even at 
the end of the drama of life, yours and mine—but ere we 
separate, let me say again and say it emphatically, this 
book has been written with or from no selfish or vindictive 
motive. If here and there I have exhibited some resent- 
ment, I am sure when you know by experience what I have 
told you herein by word, you will agree that I am justified. 
You will know, too, that nothing personal is intended in 
any of my mild flagellation of my contemporaries, even 
when I have been obliged to cite authorities by name. It 
is the system or school of proctological thought at which 
I have aimed my shafts, albeit none too sharp were they 
at the points! 

And then again, were you to resent my frequent de- 
parture from the usual dignity and dry austerity of the 
orthodox medical treatise, and hold me unworthy because 
I have tried—none too successfully, I admit—to enliven 
these pages with a faint humor and to criticise some of 
my opponents with a “fainter praise,” you will still find 
herein the essential truths of the art and science of Ambu- 
lant Proctology, and these you may tear away from my 
modest efforts at adornment. 

There will be those who cannot accept the terminology 
of my phrase: ‘“Ambulant Proctology,” especially be- 
cause I have dignified it throughout the book with capitals. 
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Others will wax mirthful, chuckling and chortling in high- 
brow groups, they will give their diaphragms much de- 
lightful gymnastic play. To such I have just one word 
to say: wait. The time now comes when our method will 
gain such general acceptance with the profession that am- 
bulant will be wedded to proctology never to be divorced. 
Results will confound, refute and put to rout all its op- 
ponents. Then 95% of all proctology will be ambulant 
and the general practitioner will be the gainer in every 
economic and professional sense. ‘Then the service he 
will render humanity, especially in sections and rural dis- 
tricts not within reach of surgical or institutional service, 
will cause his name to be spoken only with praise. 

Before I write the word finis to this little book, let me 
make a record here of a little personal prophesy: 


Sooner or later the evolution of the race will bring us to the 
full realization of the fact that Medicine cannot function as a great 
human service until the economic interest of patient and physician 
is entirely in common. Then every effort real medical science can 
make for human betterment will be directed toward prevention and 
prophylaxis instead of, as now, toward cures. It will begin its work 
long before each new generation is born, and in this way applied 
eugenics will accomplish great things for the Homo Sapiens both 
mentally and physically. In that new day will come the Superman. 

Then there will be no proctologists because we shall have learned 
what and how to eat that body growth and repair may be accom- 
plished without poisoning the blood with foreign acids, toxines and 
ptomaines, and without scalding the intestinal mucosa—the ever pres- 
ent and prevailing cause of all that long list of diseases from which 
we now suffer. 

Thinking backward from such a new day how petty and how 
silly as well will seem the present professional gyrations and ethical 
bickerings prompted by obedience to our primative action patterns. 
The history of medicine in common with all other history, has its 
own materialistic interpretation. 

“Oh, Esculapius, across the centuries we greet thee!” 


[THE END] 
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MEDICAL SUCCESS PRESS 


Announces another book of unusual interest by Dr. 
Blanchard. It is to be called: 


DR. BETTERMAN II, ON THE BUSINESS OF MEDICINE 


No character of medical fiction has won more hearty approval 
than that of old Doctor Amos Betterman, who died in 1910. 
The son, Dr. A. Betterman, Jr., collected some of his father’s 
letters and these were published as a little book under the title, 
The Letters of Dr. Betterman. This book had a wide reading, 
and with but few exceptions all gave it great praise. 


Some fifteen years has passed since this book was published, and 
the son, A. Betterman IJ, has learned a good many things his 
father never knew—things that a beloved old school family doc- 
tor could never know and would never need to know to function 
successfully in his world. Some of these things about medicine 
as a business are not good things and should be recognized as 
needing elimination. Other things relative to medicine as a great 
human service we should know more about in order to foster 
them, improve and further apply their principles in our social 
evolution. Our world moves toward the goal of human justice 
and human welfare—world wide. All service, and especially 
so vital a one as medicine, must be a collective effort, not a 
business with profit as its motive. Also it should be interna- 
tionalized. 


Hence it is Dr. Betterman II, who now comes forward with a 
startling expose of what is wrong with medicine. In all this, 
however, he still recognizes what is good and gives credit where 
due, to all its wonderful achievements. In thinking of these and 
the possibilities of the future when medicine will function as a 
real social service for the ends of a better human race, the 
younger Betterman paints a picture of what medicine should be 
and will be, he insists, in spite of every selfish hindrance. 


This new Betterman book is sure to arouse a great public interest. 
It is vital not only to medicine as a profession but to each 
physician as a professional man. To many it will be a startling 
revelation. The Betterman style is well known and this book, 
coming as it does from a riper experience, is sure to please. 


Your name is solicited for the pre-publication list. Those who 
subscribe now will have an advantage in price and will receive 


an autographed copy with a better binding. Send no money 
until publication is announced. 


Address, MEDICAL SUCCESS PRESS, 
YouNGSTOWN, OHIO. 
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